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Smooth Conversion to Normal Rhythm 
Low Maintenance Dosage 


IN CARDIAC 
ARRHYTHMIAS 


yew => | 
CARDIOQUIN 


Quinidine Polygalacturonate, Purdue Frederick TA R LETS 


ONLY ONE ‘CARDIOQUIN’ TABLET B.I.D. is the typical maintenance dosage in the treatment of 
arrhythmias. This, and other outstanding clinical advantages of ‘Cardioquin’ therapy are inher- 
ent in the new quinidine molecule — quinidine polygalacturonate: 


>K The quinidine ion assures 
FULL QUINIDINE CARDIODYNAMICS'* 


+k The polygalacturonate moiety controls quinidine release...affords 
VIRTUAL FREEDOM FROM GASTROINTESTINAL DISTRESS'? 


*k Slow, steady rate of dissociation provides 
UNIFORM RATE OF ABSORPTION’... 
SMOOTHLY MAINTAINED THERAPEUTIC BLOOD LEVELS"? 


>K Absence of “peaks and valleys” permits 
SMOOTH CONVERSION TO NORMAL SINUS RHYTHM'? 


NOTE: In conversion of arrhythmias, ‘Cardioquin’ Tablets may be substituted for conventional quinidine salts on the tablet-for- 
tablet basis, each ‘Cardioquin’ Tablet containing 275 mg. of quinidine polygalacturonate, equivalent to 3 grains (200 mg.) of 
quinidine sulfate. To prevent recurrence of arrhythmias, one ‘Cardioquin’ Tablet may be administered two or three times daily. 
Maintenance requirements will vary with the individual patient's needs, but a dosage of one tablet morning and night will gen- 
erally be adequate as a starting maintenance regimen. Indications and contraindications are the same as for other quinidine 
preparations. Detailed instructions as to dosage and administration, as well as complete bibliography, are available on request. 
SUPPLY: Uncoated, scored tablets in bottles of 50. 


REFERENCES: 1. Tricot, R., Nogrette, P.: Presse med. 68:1085 (June 4) 1960. 2. Schwartz, G.: Angiology 10:115 (April) 1959. 3. Shaftel, N., Halpern, A.: 
Am. J. Med. Sci. 236:184 (Aug.) 1958. 4. Pote, H. H.: Angiology 12:320 (July) 1961. 5. Orgain, E. S.: Progress in Cardiovasc. Dis. 2:663 (May) 1960. 
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here’s what like 


about this table and tubemount... 


I’ve been using my new Picker Constellation “15” Table 
and Ceiling Tubemount for a couple of months now. 
This is what I like about it: 


the table is completely enclosed ... insulates me 
efficiently against scattered radiation | 


the accurate beam-collimating and centering system 
protects my patients against excessive dosage 


it works like a breeze: I’m still fresh after a long 
fluoroscoping session 


my technician handles more patients with less fuss... 
sets up radiography cases rapidly, efficiently, and with 
“no-retake” certainty. 


Last but not least—it’s a whale of alot for the money. Believe me... 
I shopped around plenty before making the plunge. 
I think it’s one of the solidest investments* I ever made. 


Picker Constellation “15” X-ra)\Tble. fd Counterpoised Ceiling Tubemount 


Your local Picker representative will be 
glad to give you the full story on this 
versatile diagnostic x-ray combination. 
Call any local Picker office (see ‘phone 
book) or write: Picker X-Ray Corporation, 
25 South Broadway, White Plains, N. Y. 
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INFORMATION FOR CONTRIBUTORS 


Tue JourRNAL or THE AMERICAN OsTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THe JournNAL, and one carbon kept by the author. All copy 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figures, charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4, All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 


Copies of THE JouRNAL 


1. Three copies of THE JouRNAL containing his article will be sent 
to the author on request. 


Reprints 


3. The author’s degrees and teaching affiliations should be given. 1. Information for ordering reprints is sent with galley proofs. 


4. The article should end with a comprehensive summary. * FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 
212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Second class postage paid at Chicago, III. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 
for change-over. 


Copyright 1961, by American Osteopathic Association 
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First total regimen in athlete’s foot 


ADVICIN is the first topical preparation to combine the proved anhidrotic and antipruritic benefits of an 
anticholinergic with widely accepted fungicidal and keratolytic agents... ADVICIN reduces local sweating, 
helps keep feet dry...helps relieve itching promptly... has a pleasant medicinal scent... may shorten the 
fungous-clearing time required with oral FULVICIN. Supplied: Avvicin Powder—2 ounce can—for daytime use. 
Apvicin Cream—50 gram tube—for nighttime use. For complete details, consult latest Schering literature available from 
your Schering Representative or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 


8-674 


first topical fungicide 


with sweat-inhibiting action’ iii 


TOPICAL 


2-way antifungal attack 


in a moisture-controlled, 


antifungal environment 


first orally effective 


antifungal antibiotic for ringworm 


*ADVICIN contains diphemanil methylsulfate (PRANTAL®) 2%, 
undecylenic acid 5%, and salicylic acid 3% 
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Why a triple sulfonamide? 


SPECTRUM-— that encompasses certain common bacteria not susceptible to antibiotics, such 
as gram-negative bacteria of the urinary tract. 


EFFICACY— in many genito-urinary infections. In upper respiratory infections and genito- 
urinary infections, active at the foci of infection. May succeed where bacteria are 
resistant to antibiotics. Rapid bacteriostatic effect. 


SAFETY— safer than a single sulfonamide. Independent solubilities of the three sulfonamide 
components minimize danger of crystalluria. Fewer of the complications of anti- 
biotic therapy such as allergic reactions, diarrhea, gastrointestinal upset, super- 
infection. 


ECONOMY -— _lower cost to the patient than with most antibiotic prescriptions. 


SUSPENSION TABLETS 


SULFOSE 


_ Triple Sulfonamides, Wyeth 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


For further information on limitations, ad- 
ministration, and prescribing of SULFOSE, see TO 

descriptive literature or current Direction Wyeth Laboratories &. MECICINE 
Circular. Philadelphia 1, Pa. 
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headache... 


New companion to dependable Sinutab— 
but = analgesic action= 


phosphate 15 mg., ac 
netidin 150 mg., phenylpr 
phenyitoloxamine citrate 22 m 


§ With caution in the pres- 

ence hyperthyroidism 

Codeine phosphate may 

phenyltoloxamine cit- 
e drowsiness. 


i 
i wg breaks the pain-tension-pain cycle | 
as of sinusitis and rhinitis 


when patients complain of ga 


hew 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 
Gas entrapment and distention can result from 


Spastic Colitis, Aerophagia, Postoperative Gas, 433 a 
Postgastrectomy Syndrome, Hyperacidity, Hia- “A 
tus Hernia, Diverticulitis, Gastric and Duodenal ‘i ser 
Ulcers. i 
Pleasant tasting, soft chewable tablets can be taken 
without water. 4 
One white scored tablet contains: Zi 4 
Methy!polysiloxane, a silicone............... 40 mg. 
DOSAGE: one tablet after each meal and at bedtime. a 
SUPPLIED: bottles of 100 and 500 tablets at all , 3. G8 
pharmacies. 4 


References: “Intestinal Gas and Bloating; Treatment with 
Methylpolysiloxane;’ Am. Pract. & Dig. of Treat., 11:52. 


4 
(Jan.) 1960. 
“Use of Silicone in the Treatment of Intestinal Gas and ‘ vr ra 7: 
Bloating?’ J.A.M.A., 174:2052, (Dec. 17) 1960. 
vr 
alo NEW MYLICON® DROPS 
for infant colic caused by excessive air swallowing or 17799 ES 
inability to belch or pass flatus. 4 ? 
MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given ‘ 44/09 
directly from the dropper or added to each feeding. 
Each 0.6 cc. represents 40 mg. of methylpolysiloxane, y 
equivalent to one MYLICON tablet. 
Available at all pharmacies in bottles of 30 cc. of drops. ae, ce * 
THE STUART COMPANY Sty 
PASADENA, CALIFORNIA Sue 
11881/4100 
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LEDERLE INTRODUCES 
NEW TRANQUILIZER 
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A NEW DEVELOPMENT 
IN EMOTIONAL THERAPY 
FROM LEDERLE 


HELPS THE 
PATIENT 
“BE HIMSELF’ 
AGAIN...CALM, 
YET FULLY 
RESPONSIVE... 
USUALLY 
FREE OF 
DROWSINESS 
OR EUPHORIA 


A8 


<4 
a. 
| 
| | 
= 


TO RESTORE THE NORMAL 
PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which has 
shown the capacity to relieve mild to moderate anxiety and ten- 
sion without detracting significantly from mental alertness. 
Treated patients have shown little tendency to become sleepy 
or detached from reality, or to experience euphoria as a result 
of the drug. They generally respond normally to everyday sit- 
uations .. . require fewer restrictions on activities, and tend to 
complain less frequently. , 
Extensive trials have shown no habit-forming properties or 
adverse effects on withdrawal, even after long-term administra- 
tion. Complete information on indications, dosage, precautions 
and contraindieations is available from your Lederle repre- 
sentative, or write to Medical Advisory Department. 


Average adult dosage: One 400 mg. tablet, four times daily. Supplied: 
Half-scored tablets 400 mg. TREPIDONE Mephenoxalone, bottle of 50. 
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Mephenoxalone Lederle 


chemically distinct 
from previous tranquilizers 
CH,-NH 
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LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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The muscle relaxant with an independent pain-relieving action 


(car isopr odol, Wallace) 


® 
Wallace Laboratories, Cranbury, New Jersey 


low-back patient 
back on the 
payroll 


Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 


patient. Get him back to his normal activity— 
and fast! 


"HOW SOMA HELPs: Soma provides direct pain relief 


while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
our patient is soon restored to full activity—often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 
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of sulfinpyrazone 


checks 
‘the 


by 
‘sustained, 
uricosurie action 


_ In the long-term treatment of gout, the value of a uri- 

- cosuric agent such as Anturane in preventing accumu- 

tation of the urate deposits responsible for chronic | 
_ disability and joint derangement is well established.! © 


_ Clinical experience has demonstrated that Anturane 
_not only prevents formation of new urate deposits, but 
with sustained therapy, also causes absorption of pre-_ 
existing tophi.2 With reduction in hyperuricemia, the - 
incidence and severity of acute attacks are reduced,? 
the mobility of affected ping is improved,‘ and linger-- 
ing joint pain is relieved.2:4 


References: 1, Seegmiller, J. E., and Grayzel, A.1,: J.A.M.A. 173: 4076, 
1960. 2. Yi, T. F., Burns, J. J., and Gutman, A. B.: Arth. & Rheumat. 
4532, 1958. 3. Kersley, G. D., Cook, E. R., and Tovey, D. C. J.: Ann. 
- Rheumat. Dis. 17:326, 1958. 4. Gutman, A. B., and Yii, T. F.: Bull. New 


and contraindications available on request. 


turane™™- brand of sulfinpyrazone: Scored tablets of 100 mg. 
bottles of ‘100. 


Division of Geigy Chemical Corporation 
rdsley, New York Geiny 


tad 
q 
a | 
4 
i 
| 
H 
| 
A 
in 
4 
_ Geigy Pharmaceuticals 4 
‘ 
ae 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT® is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHILIPS ROXANE, INC. 


Columbus 16, Ohio 


z 


ut 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 


Contraindications: None known in 
recom ded d 


Dosage: One GERONIAZOL 
tablet, b.i.d. 


Supplied: Bottles of 42 tablets (8 
weeks’ treatment). 
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Iron utilization improves the picture 


Since iron utilization is regulated principally by the hormone, erythropoietin,’ many anemic patients fail 

to respond adequately to iron alone because of low erythropoietin levels. However, RONCOVITE®-mf— 
containing cobalt, the only therapeutic agent that increases formation of erythropoietin—has proved 
singularly successful in iron-deficiency anemia, whether due to chronic blood loss, absorption dysfunc- 
tion, or increased iron demands.2 Through cobalt-stimulated erythropoietin, RONCOVITE-mf improves 
iron utilization and produces more rapid increases in hemoglobin and red cells. 


LaJous, J., and Sebastian, F. L.: Cobalt Therapy in Anemia, Texas J. 
Med. 51:686, 1955. (3) Ausman, D. C.: Cobalt-lron Therapy for Com- 
mon Types of Anemia, Journal-Lancet 76 290, 1956. (4) Craig, P. E.: 
Treatment of Common Types of Anemia, Clin. Med. 6:597-601, 1959. 
(5) Gosselin, G., and Long, L. A.: Use of Cobalt-lron Therapy, Appl. 
Therap. 2:453, 1960. (6) Stapp, C. C.: Clinical Observations on Iron 


Metabolism in Pregnancy, Southwestern Med. 41:633, 1960. LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 


Each tablet contains: cobalt chloride (cobalt as Co, 3.7 mg.), 15 mg.; ® 
ferrous sulfate, exsiccated, 100 mg. References: (1) Beutler, E., and 

Buttenweiser, E.: The Regulation of Iron Absorption: |. A Search for -Mm 
Humoral Factors, J. Lab. & Clin. Med. 55:274, 1960. (2) Hill, J. M.; 
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WEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 


CAUTION Federal law prohibits 
dispensing without prescription. 


Merck Sharp & Dohme 4 
Division of Marck & Co., inc. 
Prtadelpa. Pa. 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINEs succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 
Additional information on CREMOmyYCcIN is available to physicians on request. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


AND SUL ARE OF MERCK & CO., INC. 
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The Milibis® vaginal suppository 

is soft and pliant as a tampon. It offers 

proved therapeutic action* in an exceptional 

vehicle. The suppository is clean, odorless and 

‘non-staining. The course of treatment of vaginitis 

(trichomonal, bacterial and monilial) with Milibis is short 

—only 10 suppositories in most cases. Milibis® vaginal suppositories 
are supplied in boxes of 10 with applicator. 


(|, LABORATORIES 
New York 18, N.Y. 


*97 per cent effective in a study of 564 cases; 
94 per eent effective in a study of 510 cases. 


Antibacterial A 
19% 


sat B 
62% 


Antibacterial C 
54% 


D 
49% 


E 


~ 
45% 


hatibact 


rial 


Antibacterial 
18% 


IN 
CERTAIN 
MENINGEAL 
INFECTIONS 


effective 
cerebrospinal 
fluid levels— 
effective 
antibacterial 
action 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


in vitro sensitivity of Hemophilus influenzae to CcHLoROMYCETIN and to eight other antibacterials* 


Sensitivity tests were done by the disc method on a total 
of 100 strains of H. influenzae obtained on clinical isolates 
from 1955 through 1958. 

*Adapted from Jolliff, C. R.; Engelhard, W. E.; Ohlsen, J. R.; 
Heidrick, P. J., & Cain, J. A.: Antibiotics & Chemother. 
10:694, 1960, with permission of the authors. 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is avail- 
able in various forms, including Kapseals® of 250 mg., in 
bottles of 16 and 100. 

See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic 
anemia, hypoplastic anemia, thrombocytopenia, granulocy- 
topenia), are known to occur after the administration of 
chloramphenicol. Blood dyscrasias have occurred after both 
short-term and prolonged therapy with this drug. Bearing 


in mind the possibility that such reactions may occur, 
chloramphenicol should be used’only for serious infections 
caused by organisms which are susceptible to its antibac- 
terial effects. Chloramphenicol should not be used when 
other less potentially dangerous agents will be effective, 
or in the treatment of trivial infections such as colds, influ- 
enza, or viral infections of the throat, or as a prophylactic 
agent. ; 

Precautions: It is essential that adequate blood studies be 
made during treatment with the drug. While blood studies 
may detect early peripheral blood changes such as leuko- 
penia or granulocytopenia, before they become irreversible, 
such studies cannot be relied Eis 
upon to detect bone marrow PARKE-DAVIS 
depression prior to develop- 
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DARVON 


(dextro propoxyphene hydrochloride, Lilly) 


known 


analgesia 


too, 
for what 
WON'T 
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Six years of clinical 


experience confirm... 


ARVON 


provides effective 


analgesia with minimal 
side-effects—freedom from 


physical dependence 


| experience 
tha 
ates tne etectiveness 
thea nronaratiane at Maruca 
OT tne preparations OT Varvon in 


sverest pain condi- 
Well-controlled studies 
established the analgesic 
range of Darvon to be parallel 
ith that of codeine. Most 
reassuring, however, is the 
continuing record of safety 


which is being established—a 


record of what Darvon will nof do. 


¥ 
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A matter of record—An estimated 
30 million prescriptions have 
been written for Darvon since its 
introduction. Such side-effects 
as have occurred were reported 
at a rate of only a fraction of one 
for every thousand prescriptions. 
Most were mild and did not inter- 
fere with therapy. To the present, 
not one authenticated case of 
true addiction has been reported. 


No opiate constipation—Un\ike the 
opiates, Darvon has no anti- 
diarrheal action—therefore, no 
constipating effect. In fact, one 
investigator? found that gastro- 
intestinal side-effects were no 
more frequent with Darvon than 
with a placebo. 


Well tolerated over the “‘long haul” 
—Darvon has proved especially 
useful in the long-term treatment 
of chronic pain. Patients do not 
develop tolerance to its analgesic 
effect. It has produced no ad- 
verse changes in peripheral 
blood or in liver or kidney 
function. 
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Why do 86% of pediatricians prefer 
evaporated milk for formula feeding? 


Proven nutritional value ! 


Readily diluted and supplemented for the infant’s fo 
changing needs, the evaporated milk formula ful- 
fills the nutritional requirements of most infants for the baby's changing needs 
from birth throughout infancy. A proven history of 
successful feeding makes evaporated milk the most _ 
widely used form of milk for infant feeding today. 


¢ Curd tension zero 
¢ Digestible, uniform, safe 
¢ Low incidence of allergy 


Carnation’s position of responsibility and leader- _¢ Simple to prepare 
ship in the specialized field of infant feeding is im- 
portant in the choice of formula milks. This is the 
milk used in more hospital formula rooms through- 
out the world than all other brands combined. 


WORLD'S LEADER BY FAR, FOR INFANT FORMULA FEEDING 


“from Contented Cows” 

THE READY-PREPARED EVAPORATED MILK FORMULA arnala¢ 
Carnalac is Carnation Evaporated Milk with its added Vitamin D, plus me, 
EVAPORATED carbohydrate. The mother just adds water. Diluted 1:1, Carnalac provides 
iL 20 calories per fluid ounce. 
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CONTROL BACTERIURI A Control bacteriuriaand helpreduce 
the risk of pyelonephritis with the © 

—WITHOUT PRODUCING urine-specific, bactericidal. action 

RESISTANT MUTANTS stroys most urinary pathogens, in- 
cluding many strains resistant to 

other antibacterials. Mandelamine produces no resistant mutants...is repeatedly 
effective for recurring infections in the same patient. Prescribe Mandelamine for 


bacteriuria, symptomatic or asymptomatic . . .and especially when there is a history 


of recurring lower urinary tract infections. 

Dosage: Adults— Two Mandelamine Hafgrams four times a day. Precautions: Mandelarnine is contra- 
indicated in patients with renal insufficiency and/or severe hepatitis. An occasional patient may experi- 
ence gastrointestinal disturbance. Supplied: Mandelamine Hafgram® Tablets (0.5 Gm.), and pleasantly 
flavored Mandelamine Suspension. Mandelamine Sensi-Discs are available from Laboratory Supply 
Houses. Full dosage information, available on me should be consulted before initiating therapy. 


brand of methenamine mandelate 


aurine-specific antibacterial 


mokers of 
TEDRAL GELUSIL PROLOID PERITRATE 


MORRIS PLAINS, NJ 
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Quietude for the Hypertensive 


As relaxing as a mountain lake... 


| ® 
D | D ) 
[33 (U) Tf [ S E [R? (| IN] E separates the hypertensive from his anxieties and 


tensions, lowering the blood pressure conservatively but effectively. 


With its gentle calming and hypotensive actions, Butiserpine does not set 

up a chain of side effects.. Its low reserpine content (0.1 mg. per tablet) reduces 
blood pressure smoothly; its 15 mg. of noncumulative BUTISOL SoDIUM® 
butabarbital sodium induces relaxation without depression. 

Available as: Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 


(Repeat Action Tablets) 


| McNEIL) McNEIL LABORATORIES, INC., Fort Washington, Pa. 


Where’s 
the arthritic 
this 
morning? 


ped 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. , 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial Maintenance 
Moderately severe ...... 8to 10mg. ............ 4to 8S mg. 


With Medrol Medules, it may be possible to reduce the total daily dose by %. 


#TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1961 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
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Approximately 135 
tiny “doses” 

mean smoother steroid 
therapy 


Each capsule contains: 
Medrol (methylprednisolone) 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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EDEMA 


PHYSICIANS PRESCRIBE 
| | 


= 


| 


CHLOROTHIAZIDE 
more often than any other diuretic 


‘“‘Twoadditional years’ experience in treat- 
ing patients with toxemia has served to 
re-emphasize our preliminary impression 
that chlorothiazide is the most effective 
and least toxic agent available.’”’ ‘'. .. its 
greatest asset lies in the fact that it can 
be administered continuously without the 
development of drug resistance. We feel, 
therefore, that chlorothiazide should not 
~<a —_ only be given at the first sign of toxemia, 

but should be instituted at the first pre- 
| natal visit of patients who are candidates 
| for toxemia....”’ 


| Finnerty, F.A., Jr.:. In Edema Mechanisms and Man- 
agement: A Hahnemann Symposium on Salt and Water 
Retention. Edited by J.H. Moyer and M. Fuchs. 833 
pp. Philadelphia: Saunders, 1960, pp. 469-470. 
| Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


® 


ANY INDICATION FOR DIURESIS AW INDICATION FOR 
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SHORTENS THE 
HEALING TIME... 
DIAPER RASH 


Before application of A and D Ointment—Typical 
diaper rash with excoriation of skin. 


After application of A and D Ointment —Diaper rash 
has completely disappeared within one week. 


OINTMENT 
| 


completely safe, highly effective —heals, soothes and protects / A and D Ointment both treats 
and prevents diaper rash. In seconds, it soothes painful irritated skin—starts to heal excoriation. It may 
be applied liberally at every diaper change, is eminently safe for even the most delicate tissues. Will 
not stain the skin or wash away in body secretions. Easily laundered from diapers or clothing. / A and D 
Ointment is also useful for pressure sores, varicose and chronic ulcers, nipple care (fissured nipples), 


episiotomy and circumcision wounds, eczema, detergent dermatitis, burns, wounds and skin abrasions. 
Available: 14% and 4 oz. tubes; 1 and 5 Ib. jars. Also, A and D Ointment with Prednisolone, 10 and 25 gm. tubes. 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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Each diabetic patient is an individual 
problem, but certain basic principles 
underlie favorable “margins of 
safety” for all diabetic patients. Four 
of these principles merit every physi- 
cian’s attention: 
(1) Know the patient thoroughly — 
both as a case and as a person. 

(2) Teach the patient carefully —to 
cope with diabetes as a condition of 
life. 

(3) Collect data systematically —for 
periodic and cumulative follow-up. 
(4) Console the patient wisely—even 
virtuous adherence to regimen can- 
not assure “...the reward of freedom 
from vascular disease.” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


SAFETY” 
DIABETES 


For higher “margins of safety” in 
day-to-day control, frequent urine- 
sugar tests may be complemented by 
routine testing for urine ketones. 
CLINITEST® provides the practical 
quantitation of sugar needed for aid 
in successful diabetic management. 
ACETEST® promptly detects both 
ketonuria and ketonemia,’ providing 
prompt warning of ketosis. 

ACETEST is of special value in diag- 
nosis and treatment of diabetic 
coma,’ as well as in daily control of 
juvenile diabetes, severe diabetes in 
adults, diabetes in pregnancy, and in 


oral hypoglycemic regimens. 


1. Danowski, T. S.: Diabetes 9:292, 1960. 

2. Fajans, S. S., in Williams, R. H.: Diabetes, New York, 
Hoeber, 1960, p. 420. 

3. Lee, C. T., and Durcan, G. G.: Metabolism 5: 144, 1956. 


for an extra margin of safety 
in day-to-day control of diabetes 


..test for Ketonuria 
with ketone-specific 


ACETEST 


Reagent Tablets 


test for Glucosuria... 
with color-calibrated 


CLINITEST 


Reagent Tablets 


standardized urine-sugar test for easily A 


S 1 drop of urine—a few seconds—detects 
read, practical quantitation 


both acetone and acetoacetic acid 
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restful sleep, 
refreshed 
awakening 


This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 
free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 
sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLU DAR 300 


brand of methyprylon 300-mg capsules _ 


— 
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ROCHE LABORATORIES = Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey ge 
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When Professional Advice is 


“REDUCE WEIGHT” 


help 
maintain 
normal 


nutrition 
with 


MEAT 


HIGH QUALITY PROTEINS 


There is nothing more satisfying to calorie 
watchers than tasty lean meat. 


AMERICAN 


MAIN OFFICE, CHICAGO 


MEAT | INSTITUTE 


MEMBERS THROUGHOUT THE NATION 
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wherever 
montilial superinfection 
is a particular hazard* 


Terrastatin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


*patients requiring high 
or prolonged 
antibiotic dosage 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 


*patients 
*women, particularly receiving 
during pregnancy corticosteroid 
therapy 


*infants 


*diabetics 


IN BRIEF \ 


Terrastatin (oxytetracycline with glucosa- . 


mine and nystatin) provides the established 
antibiotic dependability of Terramycin® plus 
the potent antifungal activity of nystatin, 
Which has a significant prophylactic action 
against intestinal monilial overgrowth. 


InDIcaTIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Terrastatin is indicated 
in a great variety of infections due to suscep- 
tible organisms, e.g., infections of the respira- 
tory, gastrointestinal, and genitourinary tracts, 
surgical and soft-tissue infections, ophthalmic 
and otic infections, and many others. The 
added protection afforded by Terrastatin 


*debilitated or 
elderly patients 


against monilial superinfection is especially important for those patients who 
are most likely to be susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily miay be indicated. Infants and children: 10-20 mg. of oxytetra- 


cycline per Ib. of body weight daily. 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylo- 
cocci is observed, the antibiotic should be 
discontinued, and a therapeutic trial of other 
antibiotics as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption 
and is therefore contraindicated. Glossitis and 
allergic reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing; side effects are 
seldom observed. There are no known contrain- 
dications to glucosamine. 


supPLIED: Terrastatin Capsules, 250 mg. of 
oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Terrastatin for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of glu- 
cosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


Science for the world’s well-being® / PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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As the greatest dental benefits of Sodium Fluoride are 
derived during infancy and early childhood: 

PEDIATRIC VITAMINS 

PLUS SODIUM FLUORIDE 


provide 
proper 
nutritional 
support 
plus 
prophylaxis 
against 
future 
dental 
caries 


FUNDAMENTAL VITAMINS PLUS SODIUM FLUORIDE 


Funda-Vite (F) 


PEDIATRIC DROPS 

Each 0.6 ml. provides, 400 U.S.P. units vitamin D, 30 mg. vitamin C and 
0.5 mg. fluorine (as sodium fluoride). Available in 30 ml. and 50 ml. 
bottles with calibrated droppers. 


MULTIPLE VITAMINS PLUS SODIUM FLUORIDE 


Quanti-Vite(F) 


P E D I AT I Cc D R P Ss Daily administrations 
Each 0.6 ml. provides, 3,000 U.S.P. units vitamin A, 400 U.S.P. units of Funda-Vite(F) or 
vitamin D, 60 mg. vitamin C, 1 mg. vitamin B;, 1.2 mg. vitamin Bo, Quanti-Vite(F) should be 
1 mg. vitamin Bs, 10 mg. niacinamide and 0.5 mg. fluorine (as sodium consistent and continuous 


fluoride). Available in 50 ml. bottles with calibrated droppers. pea x prod et efits 
AVAILABLE ON PRESCRIPTION ONLY 
CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER, 

SAMPLES AND LITERATURE — Write Medical Department 
HOYT PHARMACEUTICAL CORP., NEWTON 58, MASSACHUSETTS 

PIONEERS IN PEDIATRIC VITAMIN-FLUORIDE SUPPLEMENTS 
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Keep the arthritic man in motion 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 


While immediate symptomatic relief restores motion, the underlying 
inflammation is reduced with a low-dosage corticosteroid. 


Now you can restore comfortable motion safely, 
surely with DELENAR in rheumatoid arthritis / + 
traumatic arthritis /early osteoarthritis / 

rheumatoid spondylitis / fibrositis / myositis / 
bursitis / tenosynovitis. 


Formula: 

Orphenadrine HC] 15 mg......Proved muscle relaxant to relax spasm sei 2 
Aluminum Aspirin 375 mg.....Fast analgesic relief of motion-stopping pain ‘sie jeu 
Dexamethasone* 0.15 mg.....LLow-dosage anti-inflammatory steroid 


age 


For complete details, consult latest Schering literature available ‘ 
from your Schering Representative or Medical Services Department, 


Schering Corporation, Bloomfield, New Jersey. XN 
Bibliography: SS 
1. Ernst, E. M,: Pennsylvania M.J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


loosen stiff muscles and joints / 


analgesic 
with specific 
muscle relaxant 


benefits f 
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Tree Booklat and Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of samples. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 


ARLINGTON, CALIFORNIA «+ MT. VERNON, OHIO 


Fibre-free 
HYPOALLERGENIC 
formula 
@ Provides balanced nutritional values. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 
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NEW 


for more effective manageme 


and gastrointestinal distres 


Mylanta Tablets: 


ONE TABLET CONTAINS: 
Magnesium Hydroxide ...... 


Aluminum Hydroxide ....... 
(Dried Gel) 


Methylpolysiloxane (activated). 20 mg. 


Mylanta Liquid: 


ONE TEASPOONFUL CONTAINS: 
Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(equiv. to Dried Gel, U.S.P.) 


Methylpolysiloxane (activated). 20 mg. 


SUGGESTED DOSAGE: To be taken 
between meals and at bedtime. Tablets: 
One or two tablets, well chewed. 
Liquid: One or two teaspoonfuls. 


AVAILABLE: Boxes of 100 MyLanta 
TABLeETs and 12 ounce bottles of My- 
LANTA Liguip at all pharmacies. 


Write for professional samples. 


12769/4108 


MYLANTA 


The best known antiflatulent 


The best known antacids 


Combines 


MYLICON 


+ ANTACID 
(Magnesium Hydroxide, Aluminum Hydroxide) 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress. MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster’ Works longer * No chalky taste * Soft easy-to-chew 
tablets* Pleasant tasting liquid * Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA 


4 
itm 
i 
\ 
12 
3 
4 
hs 
200 mg 
200 mg. ee 
1 
| 
d 
iad 
iss 
4 


Rautrax-N lowers high blood pressure gently, gradually... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N' 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


Squibb Quality 
= the Priceless Ingredient 


*navouun’®, AND ARE SQUIBB TRADEMARKS 


wing 
| 
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PHENAPHEN 


(Basic formula) 


In each capsule: Phenacetin (3 g) 194.0 mg.; 
acetylsalicylic acid (24% gr.) 162.0 mg.; hyos- 
cyamine sulfate 0.031 mg.; and phenobarbital 
(/% gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine 


PHENAPHEN No.4 


PHENAPHEN with Codeine 
SUPPLY: Bottles of 100 and 500 capsules. 


sedative-enhanced analgesia 


To each ‘“‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN CODEINE 


gr., gr., 1 gr. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence 


: 
PHENAPHEN No.3 
. 
PHENAPHEN with Codeine gr. 
| 
‘ 


The real beauty of Robitussin is seen in the relief it brings to cough. By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turns useless 


| 
4 
= 
* e ® 
cough into productive cougn. Eicient y gentie, Robitussin helps cough rid Mseit ca 
of the very irritants that cause it. And in more than a decade of use it has proved waques- 
tionably safe, as well as consistently acceptable, patients all ages. Robitussin® is 
= glyceryl guaiacolate, 100 mg. per 5 ce. dose; prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 10.0 mg. per 5 Ce marcouc). 
A. H. Robins Company, Inc., Richmond 20) 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions— 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


Composition: 200 mg. Soma (carisoprodol), 160 mg. 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, scored tablets. 


Also Available As 
SOMA COMPOUND + CODEINE 


Soma Compound boosts the effectiveness of codeine. 
Therefore, SomMA COMPOUND + CODEINE contains only 


€s0-3989 


Y grain of codeine phosphate to relieve the more severe 
pain that usually requires 2 grain. Otherwise, its com- 
position—and dosage—is the same as Soma Compound. 
Supplied in bottles of 50 white, lozenge-shaped tablets. 


soma 


WALLACE LABORATORIES / Cranbury, N. J. 
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*case report 


effective by itself in many hypertensives... 
indicated in all degrees of hypertension 
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uvonoDIURIL with RESERPINE 


HYDROCHLOROTHIAZIDE 
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pulmonary congestion. Yor ession in Lead V4). 
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5 fingerbreadths 


elow costal margin. 


Liver not palpable. 


HYDROPRES-25. 


25 mg. HydroDIURIL 0.125 
mg. reserpine per tablet. One tablet one to 
four times a day. 


also available: 


HYDROPRES-Ka-25 


25 mg. HydroDIURIL hydrochlorothiazide, 0.125 
mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. 


Blood pressure 270/120. 
Weight 1104/2 pounds. 


Blood pressure 140 


Weight 105 posite 
HYDROPRES-50 


50 mg. HydroDIURIL pe 0.125 
mg. reserpine per tablet. One tablet one or 
two times a day. ° 


HYDROPRES-Ka-50 


50 mg. HydroDIURIL hydrochlorothiazide, 0.125 
- mg. reserpine, 572 mg. potassium chloride 
(equivalent to 300 mg. potassium) per tablet. 


It is essential to reduce the dosage of other antihypertensive agents, particularly the ganglion blockers, 
by at least 50 per cent immediately upon addition of these agents or of HYDROPRES Tablets to the regimen. 


Before 
detall 


ribing or administering HYDROPRES, the physician should consult the 
information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


THYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC, 


NEW 
physiologic agent 
for many cases 


FATIGUE 


Spartase 


TABLETS 
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Fatigue... tiredness...weariness... 
are common patient complaints. 
SPARTASE, a new anti-fatigue 

agent, may now help you manage 
many of these cases. 


Counters fatigue naturally... 

with high order of safety 

SPARTASE provides natural, physiologic 
treatment for fatigued patients. 

It may be used either alone in 
functional disorders or, adjunctively, 
in the presence of organic disease. 


Not a CNS stimulant, enzymatic 
inhibitor or antidepressant. 


In selected cases, SPARTASE 
restores normal work capacity. 
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Tablets 


SPARTASE® 


Potassium and Magnesium Aspartates, Wyeth 
OFFICIAL BROCHURE 


SPARTASE is a mixture of equal amounts of the potassium ard 
magnesium salts of aspartic acid. Pharmacological and clinical 
observations have been made which indicate that SPARTASE par- 
ticipates in intermediary metabolism in such a fashion as to be 
effective therapeutically in the management of fatigue. 
General Pharmacological Properties—The IP and PO 
LDs) values for SPARTASE in rats are 4 and 19 grams/kg., 
respectively. 
The pharmacological activity of aspartic acid has been the subject 
of numerous publications!-® and need not be reviewed. 
Laborit et al.9!° studied the effects of the combined K and Mg 
aspartates on groups of white rats subjected to the standard 
swim test. It was found that duration of swim after this therapy 
was significantly prolonged over that achieved with other regimens 
attempted. After a standard rest period of 214 hours, the aspartate- 
treated animals again swam longer than any other group. 
Plasma ammonia levels were measured in groups of rats similarly 
exposed to swim effort and drug therapy. Increase in ammonia 
levels noted in the controls!! was not seen in the group pretreated 
with the aspartates. 
A group of 16 dogs breathing a mixture of 90% oxygen and 
10% COz was given the combined salts of aspartic acid parenter- 
ally. Plasma and expired CO, tension decreased, and plasma 
urea concentration increased immediately!?. 
The administration of K and Mg aspartates to athletes demon- 
strated a positive effect on neuro-muscular irritability, a significant 
reduction in existing fatigue and a significant prophylactic effect 
against the induction of fatigue!®!3.14, 
Indications—The use of Spartase for the treatment of fatigue 
is not intended to supplant specific treatment for accompanying 
organic disease or to substitute for specific indications for 
potassium. 
SPARTASE has a wide range of clinical utility in the management of 
the fatigue syndrome. It may be used effectively in the manage- 
ment of many fatigue problems, whether or not associated with 
functional or organic disease. SPARTASE is particularly useful in 
treating the tired patient with no evidence of organic dysfunction. 
Dosage and Administration—The adult dose of SpaRTAsE 
is two 500 mg. tablets after the morning and evening meals. 
Approximately four days therapy are required before subjective 
clinical improvement may be noted; it is suggested that SPARTASE 
administration be continued for at least two weeks before the 
patient is re-evaluated. 
Contraindications and Side Effects— Nausea, abdominal 
discomfort and diarrhea have been noted occasionally. These 
symptoms may be minimized by proper administration of dose 
after meals. 
There are no known contraindications to SPARTASE therapy. 


References—i. H. Kamin, P. Handler: J. Biol. Chem. 193: rye 
2. H. Resnik, M.F. 4 “ey Am. J. Med. Sci. 192:520-5 (1936). A. Brock- 
man, Jr., S.L. Burson, Jr.: Proc. Soc. Exptl. Biol. Med. 94: 450 (19S) 4. HLH. 
Tallan: J. Biol. Chem. 224: B.J. Miller, V. Ciacci, S.P. Reimann: 
Growth 5:329-50 es 6. S. Edlbacher, K. Schmid: Helv. Chim. Acta 28: 
1079-88 (1945). D.P. Tschudy, M. Marshall, A. Graff, S. Graff: Cancer 
11:984-95 (1958). 7 M.N. Mickelson, R.S. Flippin: Arch, Biochem. Biophys. 
64:246-8 (1956). 9. H. Laborit, R. Moynier, A. Trzebski, G. Guiot, C. Baron: 
Compt. rend. a? biol. 151: 1383-6 (1957). 10. C. Vial: Imprimerie des ‘Tournelles, 
Paris, 1959. H. Laborit, L. Obrenovitch, P. LeGuen: Compt. rend. =. 
biol. 152: 1539-60 H. Laborit, P. Niaussat, J.M. B. Webe 
J. Martin, C. Baron: Compt. rend. soc. biol. 152: 1094-7 (1958).  Thiebault: 
Bull. mens. soc. med. mil. os 52:139-49 (1958). 14. H. tates, B. Weber, 
P. Niaussat, J.M. Jouany, G. Guiot, J. Zawadowski, C. Baron: Anesthésie et 
analgésie /5:480-94 (1958). 
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Arrest the Coughs 
that Steal Sleep... 


CHRONIC SINUSITis 


PHARYNGITIS 


INFLU 
\ 
pe 


Prescribe 


Tussio 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


8-12 Hour Cough Control with a Single Dose 


© Permits Natural Discharge of Mucus 


© Predictable Antitussive Action with Minimum Amount of 4 
Narcotic through ‘Strasionic’ Release | 


TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydroco- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
deinone and 10 mg. phenyltoloxamine as resin complexes. ¥Y, teaspoonful q12h; 1-5 years, % teaspoonful ql2h. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


STRASENBURGH 
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OPTIMUM NUTRITION — Pro- 
viding all the normal dietary 
requirements plus a reserve 
for stress situations, while 
avoiding the hazards of ex- 
cessive amounts of individual 
nutrients. 


REFERENCES: Jea 
riot: Infant Nutrit 
Mosby (1947) «+ Ad 
J.D., et al: J. Nu 
(1958) + Hanser 

J. Nutrition 

Recommended 
Allowances \S-N 
589 (1958) U.S.P.H 
Code, Federal! cur 
Agency Publ. 220 (1953 


This | COMPLETE | formula protects your 
babies against butterfat intolerance 


® assures optimal caloric efficiency 
= maintains skin integrity 
= eliminates sour odor 


These advantages in Baker’s Modified Milk result from complete butterfat 
replacement with controlled amounts of coconut and corn oils. 


Since the infant’s health depends upon total adequacy of his diet, Baker’s 
Modified Milk also provides an optimum protein level (3.7 gms/kg of body 
weight/day), 7% carbohydrate as multiple sugars, and the Recommended 
Daily Allowances of vitamins and iron. 


That is why more and more physicians, and hospitals, specify Baker’s 
Modified Milk. It is complete... at low cost per feeding. Made only from 
Grade A Milk—liquid or pane. 


Kers MODIFIED MILK 


scientifically formulated to duplicate the nutritional results of human milk. 


THE BAKER LABORATORIES, INC. Cleveland 15, Ohio 
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g. 12 h. dosage 


unusually low 
incidence of 


AMINOPHYLLINE DURA-TABS 


Oral Sustained Medication* Aminophylline 414 gr. (.3 Gm.) 


Patients breathe easier all day, sleep better all night as each dose of Aminophylline 
Dura-Tabs provides effective blood levels for up to 12 hours. Few patients experience 
gastric distress since only a fraction of the daily dosage contacts the stomach. Economi- 
cal, convenient, well tolerated, Aminophylline Dura-Tabs... 


eases bronchospasm, reduces bronchial edema, increases breathing capacity 


Other indications: congestive heart failure, angina pectoris, paroxysmal dyspnea, Cheyne- 
Stokes respiration. 


Dosage: Adults, 1 to 2 Aminophylline Dura-Tabs q. 12 h.; Children under 10, one-half Aminophylline 
Dura-Tabs q. 8 to 10 h. Bottles of 30, 100, 250 scored Dura-Tabs. 


for Samples please write 


WYNN 


Pet. tee. PHARMACAL-CORPORATION 
2,895,881 Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 
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Essential Aid to the 
Busy Practitioner! 


EQUIPMENT 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 


auges and regulator valves insure accurate con- 
4 trol. Easily-cleaned cabinet is available in hand- 

® Gomco Safety Overflow Valve—if suction bottle acci- 

some Gomco Lumitone® baked enamel finish. 
dently becomes flooded, liquid in line automatically 

Corrosion-resistant fittings are chrome-piated. ectuates a valve which closes te protect pump from 
Cabinet provides ample space for all accessories. damage. 
Motor and pump are rubber-mounted for quiet, ACCESSORIES—Silk-covered spray tube with connec- 


tion for spray bottles, suction tubing and five 2-oz. 


vibration-free operation. 
salt-mouth bottles. 


Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
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... unfettered 


From the beginning, woman has been a vassal to the 
temporal demands—and frequently the aberrations—of 
the cyclic mechanism of her reproductive system. Now, 
to a degree heretofore unknown, she is permitted normal- 
ization, enhancement, or suspension of cyclic function 
and procreative potential. This new physiologic control 
is symbolized in an illustration borrowed from ancient 
Greek mythology—Andromeda freed from her chains. 
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the first comprehensive 
regulator of 
female cyclic function 


(brand of norethynodrel with ethynylestradiol 3-methyl ether) 


THE BASIC ACTION 

Enovip closely mimics the balanced progestational-estro- 
genic action of the functioning corpus luteum. This ac- 
tion is readily understood by a simple comparison. In 
effect, ENovip induces a physiologic state which simulates 
early pregnancy—except that there is no placenta or fetus. 
Thus, as in pregnancy, the production or release of pitui- 
tary gonadotropin is inhibited and ovulation suspended; 
a pseudodecidual endometrium (‘‘pseudo” because 
neither placenta nor fetus is present) is induced and 
maintained. 

Further, during Enovip therapy, certain symptoms typi- 
cal of normal pregnancy may be noted in some patients, 
such as nausea—which is usually mild and disappears 
spontaneously within a few days—breast engorgement, 
some degree of fluid retention, and often a marked sense 
of well-being. There is no androgenicity. ENovip is as 
safe as the normal state of pregnancy. 


THE BASIC APPLICATIONS 

1. Correction of menstrual dysfunction. Emergency 
treatment of severe dysfunctional uterine bleeding is 
promptly effective following the administration of 
Enovip in larger doses. Cyclic therapy with ENovip con- 
trols less severe dysfunctional uterine bleeding. In 
amenorrhea cyclic therapy with ENnovip establishes a 
pseudodecidual endometrium providing the patient has 
endometrial tissue capable of response. 


2. Ovulation suppression (to suspend fertility). For this 
purpose ENnovip is administered cyclically, beginning on 
day 5 through day 24 (20 daily doses) . The ovary remains 
in a state of physiologic rest and there is no impairment 
of subsequent fertility. When ENovin is prescribed for 
this cyclic use over prolonged periods, a total of twenty- 


four months should not be exceeded until continuing 
studies indicate that its present lack of undesired actions 
continues for even longer intervals. Such studies are now 
in their seventh year and will regularly be reviewed for 
extension of the present recommendation. 


3. Adjustment of the menses for reasons of health (im- 
pending hospitalization for surgery, during treatment of 
Bartholin’s gland cysts, acute urethritis, rectal abscess, 
trichomonal or monilial vaginitis) , or other special cir- 
cumstances considered valid in the opinion of the physi- 
cian. For this purpose ENovip may be started at any time 
in the cycle up to one week before expected menstrua- 
tion. Upon discontinuation, normal cyclic bleeding oc- 
curs in three to five days. 


4. Endometriosis. Continuous therapy with ENovip cor- 
rects endometriosis by producing a pseudodecidual 
reaction with subsequent absorption of aberrant endo- 
metrial tissue. 


5. Threatened and habitual abortion. ENovip should be 
used as emergency treatment in threatened abortion al- 
though symptoms may occur too late to be reversible. 
Continuous therapy with ENovwp in habitual abortion is 
based on the physiology of pregnancy. ENovip provides 
balanced hormone support of the endometrium, permit- 
ting continuation of pregnancy when endogenous sup- 
port is otherwise inadequate. 


6. Endocrine infertility. ENovip has been used success- 
fully in cyclic therapy of endocrine infertility, promoting 
subsequent pregnancy through a probable “rebound” 
phenomenon. 


THE BASIC DOSAGE 

Basic dosage of ENOVID is 5 mg. daily in cyclic therapy, 
beginning on day 5 through day 24 (20 daily doses) . 
Higher doses may be used with complete safety to pre- 
vent or control occasional “spotting” or breakthrough 
bleeding during ENovip therapy, or for rapid effect in the 
emergency treatment of dysfunctional uterine bleeding 
and threatened abortion. 


Enovin is available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering more than six years of inten- 
sive clinical study, available on request. 


SEARLE | Research in the Service of Medicine 
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In a five-year study! of representative seda- “The therapeutic index as defined in this 
tive and ataractic agents, BUTISOLsopium study reflects clinical usefulness and indicates 
| provided the highest therapeutic index (per to what degree a sedative agent approaches 
| cent of effectiveness: per cent of untoward re- __ the ideal.”’! It is significant that phenobar- 
actions) for control of anxiety and insomnia _bital, although widely used in anxiety states, 


by daytime dosage. falls far short of the ideal.' 


BUTISOL sopium® Tablets 
Repeat-Action Tablets 
Elixir/Capsules 


[ McNEI McNeil Laboratories, Inc., Fort Pa 


1.6 » R.C., Gri A. J., Leifer, P., and Mouratoff, G. J.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (October) 1959. 
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BUFFERIN 


a basic drug in the management of 


ARTHRITIS 


all of the newer so-called “miracle drugs,” salicylates still 
remain the most effective antirheumatic and analgesic agents in the treat- 


ment of 9" 


e CO Mtost of the patients seeking relief of symptoms are usually in 
the stage of exacerbation and remission, with only slight deformities. 
...In that group, the best results are obtained from a combination of 
salicylates and steroids in addition to physical therapy. Bufferin is given 
in varying doses until maximum results have been a , 


vg ¢ . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. 99 P 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 
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Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.”! Severe rigidity, 
contractures, and frozen states also respond to CocENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.* 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CocENTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CoGENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


isle) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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unique product for 
ausea and Vomiting 
of Pregnancy 


motion sickness 
inner ear disturbance 


ucladin 


pleasant-tasting Softab* form 
melts quickly in the mouth 
no water needed. 


attacks basic causes centrally 
and peripherally. 

contains both antiemetic 

and antispasmodic. 

well tolerated - long acting. 
lower in cost. 


Each Softab Contains: 
Buclizine Dihydrochloride . 50 mg. 
ViaminB, 1Omg. 
Scopolomine (Hyoscine) .. 0.2 mg. 
Mropine .............-0.05 mg. 
Hyoscyamine .........-0.05 mg. 
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THE STUART COMPANY, PASADENA, CALIFORNIA 
of 


... there are ways you can make life easier for the newborn infant . . . and for those 
who will care for him during his first few days of life. Hollister’s disposable 
Umbilical Cord-Clamp, for instance, is-swiftly ap- 

plied with only one hand. And it firmly . . . safely 

. . . Seals off the cord, maintains constant pressure 

as the cord shrivels, will not come open acciden- ; 

tally, needs no belly bands, may be autoclaved. 


PLASTIBELL ; For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 
healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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\ew evidence’ demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only was 
had failed,” but also showed that “ 
tolerated”; oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


often successful where other antibiotics 


it is extremely well 


The authors concluded that “there is good reason 
to consider it [Terramycin] one of the most effective 


Its for treatment of infection of the upper respira- 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


Terramycin 


NE WITH GLUCOSAMINE 


YRUP PEDIATRIC DROPS 


2 mg. per tsp. and §Smg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
conveniently preconstituted 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


"Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


In brief | 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 
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TERRAMYCIN Capsules— 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Intramuscular Solution— 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


L I S$ T I! C A 


| am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents. 


Listica is not ‘just another tranquilizer.” We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—'"'a normal mental state." This simple, effective dose remains the same, even 
in maintenance therapy. 


We are sending you samples and published clinical reports on Listica. We will be happy 
to send you a copy of the first ‘Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 
Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe “Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyphenamate, Armour. ©1961,A.P.CO. *Stedman's Medical Dictionary. 
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ANNOUNGING THE FIRST 


Symbols of the Age of Tension/Anxiety 


LISTICA by ARMOUR lays TENSION/ANXIETY... 


maintains acuity... promotes eunoia*... 
facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


USTICA—Hydroxyphenamate, Armour. 
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LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“a normal mental state." It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies! in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"?3 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arche de Pharmacodynamie; 2@Hubata, J. A., and Hecht, R. A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: Experi- 
ence with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Davis, O.F.: On Use of Hydroxyphena- 
mate in Anxiety Associated with Somatic Disease. To be published; 6Alexander, L.: Effect of Hydroxyphen- 
amate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the Nervous System, 
Sept., 1961; 7Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moderate Anxiety States. 
Ibid; ®Cahn, M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Dermatological Therapy. 
/bid; 9Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquilizer Drug (Listica). /bid; 
10Friedman, A. P.: Pharmacological Approach to Treatment of Headache. /bid; 11Greenspan, E. B.: Use 
of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 12Gouldman, C., Lunde, F., and 
Davis, J.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. /bid; 13McLaughlin, B. E., Harris, J., 
and Ryan, E.: Double Blind Study Involving “Listica,"" Chlordiazepoxide, and "Placebo" as Adjunct to 
Supportive Psychotherapy in Psychiatric Clinic. /bid; 14Bastian, J. W.: Pharmacology and Toxicology 
of Hydroxyphenamate. /bid; 5Bossinger, C. D.: Chemistry of Hydroxyphenamate. /bid, 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe hydroxyphenamate. 


© 1961, A.P. CO. *Stedman's Medical Dictionary 
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“For centuries the victims of gout have been the subject of lam- 
poons and caricatures. We now know that they should rather be the 
objects of great concern, for the disease is painful, disabling and is 
accompanied by complications that impair health and shorten life.” 


Kidney impairment, with varying degrees.of hypertension and arte- 
riosclerosis, is the critical complication of gout. “From 30 to 50 per 
cent of gouty patients are said to die of renal disease.”? 


Tophus in the calyx, surrounded by fibrinoid The mid- and outer portion of the pyramid with 
exudate and detached mucosal epithelium.? 
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AIDS TO DIAGNOSIS 


Rhoumsteld Arthritis ....covtinsous 
progressive disability. 


Degenerative Arthritis... continuous discomfort. 


Gout... acutely painful attacks followed by periods of remission. 


“The metatarso- 
phalangeal joint 
of a great toe is 
affected early or 
repeatedly in 
some cases, 
rarely or never 
in others.” 


“All patients 
complaining of 
non-traumatic 
musculoskeletal 
discomfort 
should have at 
least one serum 
uric acid deter- 
mination.” 


“If a family history of gout is 
_ obtained, even though it is one 
or two generations removed, 
this information is significant.” 


‘are required.”° Painreliefis 


ighly indicative of gout. 


THE “INSULIN OF GOUT”? 


“Of the various drugs with uricosuric activity, probenecid [BENEMID] has proved most 
desirable for long-term administration.” ® 


PROBENECID 


Therapy with BENEMID should be continued without interruption since hyperuricemia recurs 
when dosage is terminated. The rare patient who experiences gastric discomfort is usually 
benefited by decreasing the dosage. Dosage: 0.25 Gm. twice daily for one week, followed 
by 1 Gm. daily in divided doses. Supply: 0.5 Gm. tablets. : 


A COMPLEMENTARY FORMULATION OF TWO CLASSIC ANTI-GOUT AGENTS 


“_.. the greater the experience we have with the combination of colchicine and 
Benemid the greater the reliance we place upon these two drugs.”° 


COLCHICINE WITH BENEMID~- 


Dosage: One tablet daily for one week, followed by one tablet twice daily. Supply: Each 
tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100 and 1000. 


1. Cornish, A. L.; J. Kentucky M.A. 58:707, June, 1960. 2. Wyngaarden, J. B.: Arthritis & Rheumatism 1:191, June, 1958. 3. Tal- 
bott, J. H. and Terplan, K. L.: Medicine 39:405, Dec., 1960. 4. Talbott. J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 
5. Kuzell, W. C., et al.: J. Chron. Dis. 2:645, Nov., 1955. 6. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of 
medicine, ed. 10, Phila., W. B. Saunders Co., 1959. 7. Bartels, E. C., and Kepkay, P. H.: Bull. Vancouver M.A. 29:306, April, 
1953. 8. Boland, E. W.: World-Wide Abstracts of Gen. Med. 3:16, Jan., 1960, 9. Talbott, J. H.: Current Med. Dig. 26:57, Nov., 1959. 


Before or administering BENEMID or CoIBENEMID, the physician should con- 
sult the detailed information on use accompanying the package or available on request. 


= MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


BENEMID AND COL AR S OF MERCK AND CO., INC, 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infec- 
tions—150 mg. four times daily. Severe infections— 
Initial dose of 300 mg., then 150 mg. every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in.10 cc. bottle with 
calibrated, plastic =. Dosage: 1 to 2 drops (3 
to 6 mg.) per pound y weight per day—divided 
into four doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day 
~—divided into four doses. 


bronchitis 
and 
cystitis 


antibiotic therapy with an 


ECLO 


PRECAUTIONS — As with other antibiotics, pecto- 
MYCIN may occasionally give rise to glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis or dermatitis. A 
photodynamic reaction to sunlight has been observed in 
a few patients on pECLOMYCIN. Although reversible 
by discontinuing therapy, patients should avoid expo- 
sure to intense sunlight. If adverse reaction or idiosyn- 
crasy occurs, discontinue medication. 


Overgrowth of nonsusceptible organisms is a possibility 
with DECLOMYCIN,as with other antibiotics,and demands 
that the patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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added measure of protection , 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
against relapse— up to 6 days’ activity on 4 days’ dosage 


against secondary infection— sustained high activity levels 


against “problem” pathogens— positive broad-spectrum antibiosis 
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Naturally nutritious oatmeal 


peed recovery... 


A-64 


provides high protein 
thiamine and iron 


Quaker Oats 
and Mother's Oats 
are the same 
fine product. 


In debilitating illnesses and following traumatic stress, Oat- 
meal guards against malnutrition through its natural nutri- 
tious values. Oatmeal is valuable as the first food following 
surgery. 

High essential protein, thiamine and iron, medium carbo- 
hydrate, low fat and low sodium content make Oatmeal ideal 
in the dietary management of medical and surgical patients. 

Oatmeal is not only valuable as a nutritious breakfast 
food, but also for the in-between nourishment patients need 
to help speed recovery. 


One ounce of Quaker Oats provides the following percentages of adult 
M.D.R.: Thiamine (vitamin B,) 16.5%, phosphorus 16.5% and iron 
11.0%. Each ounce also provides 110 calories, 6.9% fat, 62.4% carbo- 
hydrates, and 1.5% non-nutritive crude fiber. 


Write for-new booklet, “Why Oatmeal Is Naturally Nutritious.” 


The Quaker Oats Company 


CHICAGO 6&4, ILLINOIS 
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serenity 
without 


with sharpened mental acuity 
and restoration of normal drive 


W. y acs 


Permitil 


Chronotabs 


sustained-action tablets 


just one 1 mg. tablet daily, for 
-all hours of the waking day 


Supplied: Permitidi Chronotabs, 1 mg., in bottles of. 30 and 250. Also 
available, Permitil Tablets, 0.25 mg., in bottles of 50 and 500. 
’ Complete information on the use of this drug is available on request. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey (wax J 
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Your wife can tell you why real shortening 1s needed for good cooking... 


NEW 


THE HIGHLY UNSATURATED SHORTENING 


doubles the linoleic acid to 
answer the need for an 
all-purpose shortening in line 
with changing views on dietary fat 


You, as a physician, know the desirability of 
adequate sources of linoleic acid even in 
normal diets. Your wife knows how important 
shortening is in preparing fine-tasting foods. 
Today’s prudent diets dictate a more bal- 
anced intake of preferred unsaturates—even 
though a direct causal relationship between 
dietary fats, serum lipid levels, and cardiovas- 
cular diseases is not yet proved. 
Helps you prescribe diets patients will follow! 
Your patients know the desirability of real 
shortening for all frying and baking because 
of the wonderful eating characteristics it alone 
gives to many foods. In fact many of our favor- 
ite foods, for example most cakes, cookies, and 
pastry, can only be satisfactorily made with a 
real shortening, not salad oil. And you know 
how difficult it is to give up favorite foods— 
even on doctor’s orders. 


The importance of new Crisco 


Hence the importance to you and your pa- 
tients of new, improved Crisco: A highly unsat- 
urated vegetable shortening, new Crisco now 
provides approximately double the linoleic acid 
(23-26 per cent) of other leading all-purpose 
shortenings—and a total of 72-78 per cent 
unsaturates. In one-half cup of new Crisco 
there are actually 22 grams of linoleic acid. 
For you, this technical achievement means 


relief from worry about shortenings when 
patients ask your advice about what are the 
preferred fats to use. For these patients, use of 
highly unsaturated new Crisco will permit en- 
joyment of the advantages of the finest vege- 
table shortening —yet it also permits them to be 
on the preferred side dietetically. 


Can be recommended with confidence 


New Crisco achieves a more favorable level 
of preferred unsaturates in line with current 
fat concepts and can be recommended with 
confidence. Crisco’s outstanding digestibility, 
performance, appearance, and all-purpose ver- 
satility are unchanged. 


LINOLEIC ACID CONTENT NEW CRISCO 

Fatty Acid Composition 

DOUBLED IN NEW CRISCO Pe 

NEW Other Butter Lard Total Unsaturates 72-78 
CRISCO leading * 

30 Linoleic 23-26 

23-26% purpose fl 

shortenings = 

20 Satuates _22-28 

11% Natural Tocopherols 0.1 

7-13% 

3% Salt (Sodium Chloride) None 


As a highly unsaturated vegetable shorten- 
ing, with double the linoleic acid content, new 
Crisco is designed to satisfy not only the needs 
of the good cook but also the new requirements 
of the nutrition scientist and physician. ooze: 
PROCTER & GAMBLE «+ CINCINNATI. OHIO 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 


, virtual freedom 
from griping or 
other irritating 
side effects 


». clinically 
proven 
effectiveness 


predictable 
action 


*Results of a survey of over 1,000 physicians conducted 
by the Bureau of Research, Inc., 555 W. Jackson Blvd., 
Chicago 6, Illinois (April, 1960). 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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in ano-rectal disorders 


liocty] sodium sulfosuecinate, Mead Johnson 


reduces pain and trauma by eliminating constipation 


irritation to the rectum, and without extrusion of hemorrhoids, even 


> “Bowel movements were formed, soft, and expelled without damage or 
when the latter had been a deterrent to the use of laxatives.’ 


sodium sulfosuccinate), eliminates the need for postsurgical enemas in 


> Peri-Colace, a unique combination of Peristim® and Colace® (diocty] 
9 out of 10 patients.’ 


Colace.’** Promptly, yet gently, it induces bowel evacuation in most 


> Experience in practice has shown the unusual dependability of Peri- 
patients within 8 to 12 hours. 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Lamphier, T A., and Lyman, F L.: J. Internat. Coll. Surgeons 31 :420-423 (April) 
1959. (3) Lamphier, T A.: Am. J. Proctol. 8:442-444 (Dec.) 1957. (4) Broders, A. C., Jr.: Am. J. 
Digest. Dis. 2:483-486 (Sept.) 1957. (5) Turell, R.: Current M. Digest 26:61-69 (Feb.) 1959. 
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2 objective indexes show that 
in coronary artery disease 


the one nitrate for all 


with without angina 


is Peritrate 


Peritrate increases myocardial 

blood flow to the normal range and 
sustains it there’...without significant 
change in cardiac output,’ 

blood pressure’ or pulse rate.’ 


1. Johnson, P. C., and Sevelius, G.: J.A.M.A. 
173:1231 (July 16) 1960. 2. Winsor, T., and 
Humphreys, P.: Angiology 3:1 (Feb.) 1952. 
3. Plotz, M.: New York J. Med. 52:2012 
(Aug. 15) 1952. 


Full dosage information, available on re- 
quest, should be consulted before initiating 
therapy. 


*Electrocardiograms, radioisotopic tracings 
and case histories on file in the Medical 
Department of Warner-Chilcott Laboratories. 


Electrocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow 
in a patient with angina* 


The patient — tugboat captain, 57, with 
angina but no history of infarction. Blood 
pressure, 130/80. Normal sinus rhythm; 
ventricular rate, 72. Blood cholesterol, 
344-583 mg./100 cc. 


Radiocardiographic 
evidence: 


Peritrate increases 
myocardial blood flow in a 


postcoronary patient 
without angina* 


The patient — woman, 74, with 15-year 
history of hypertension. Posterior 
myocardial infarction in 1955. No angina. 
Before Peritrate: blood pressure, 210/110; 
pulse, 70. After Peritrate: blood pressure, 
202/108; pulse, 68. 
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b segment depressed 
after standard exercise. 


before Peritrate — Radioisotopic tracing 
shows myocardial blood flow (shaded 
area) after infarction reduced to 2.6% of 
cardiac output. 
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after Peritrate — (20 mg., given 4 hours 
before exercise test) S-T segment 
normal. 
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after Peritrate — (20 mg., given 2'/2 hours 
before study) myocardial blood flow 
increased to 5.9% of cardiac output. , 


basic therapy in coronary artery disease — with or without angina 


brand of pentaerythritol tetranitrate 


MORRIS PLAINS, 


makers of Tedral Gelusil Proloid Mandelamine 


Watch your mail for the ECG Interpretation Series 
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compromise 
with safety 
peritoneal dialysis 


We recommend that fresh tubing be used 
for each PERIDIAL® infusion in peri- 
toneal dialysis: a simple precaution to 
minimize the risk of peritonitis. It would 
be only a small violation of the principle 
of the closed system to use the same 
piece of plastic tubing for an entire series 
of exchanges, and the patient might be 
‘*‘saved”’ a few dollars, over the course 
of a long dialysis. 


But this procedure is not recommended. 
According to Maxwell,* freedom from 
the threat of peritonitis is largely de- 
pendent upon maintenance of an essen- 


tially closed system, with fresh, sterile 
tubing for each exchange of fluids. In 
renalemergencies, small economies could 
be dangerous. 


PERIDIAL and the especially designed 
administration sets are carefully engi- 
neered in all of their details to furnish 
the safest, simplest, and most truly eco- 
nomical dialysis possible. Ask your 
Cutter representative for literature 
the PERIDIAL 


which explains 


system. 


*Maxwell, M.H., et al.: JAMA 770:917 
(June 20) 1959, 


PERIDIAL 


peritoneal dialysis in renal emergencies 


CUTTER LABORATORIES 


4 


BERKELEY, CALIFORNIA 


sYstems ENGINEERS FOR MEDICINE 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Myofascial therapy: An approach 


to musculoskeletal problems 


CHARLES T. JENKINS, D.O.,* Beverly Hills, 
California 


{t is by now evident that there are a number of 
musculoskeletal disorders for which currently popu- 
lar methods of treatment offer equivocal, partial, or 
only temporary relief. Among these are included 
whiplash injury and other radicular syndromes of 
the neck and shoulder girdle, subdeltoid bursitis, 
osteoarthritis, acute low-back strain, lumbar disk 
syndrome, and sacroiliac strain, to mention only a 
few. They also include other disorders which are 
often assigned to the fields of internal medicine or 
neurology but whose somatic component is a major 
objective feature, such as migraine headache, pleu- 
risy, bronchial asthma, and chronic coronary insuf- 
ficiency. 

It is with the purpose of achieving increased and 
permanent improvement in these cases, or in se- 
lected refractory ones, that the myofascial approach 
has been designed. The results in approximately 
60 cases treated over a period of 2 years have been 
uniformly encouraging. This paper presents 8 case 
histories representative of the group. 

Myofascial therapy is based on postural analysis, 
with evaluation of the erect body a starting point. 
It is axiomatic that resistance of the body and its 
parts to intrinsic or extrinsic insult is roughly 
equivalent to the body’s ability to evade the blow, 
“get under” the weight, or “move with” an outside 
force. 

The etiologic basis for tennis elbow, for example, 
is thought to be traceable to faulty motion of the 
body as a whole. One index of this faulty motion 
can be seen in the body standing in the erect posi- 
tion. If this body is straining forward, weight con- 


*Address, 442 South Rexford Dr. 
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centrated awkwardly on the metatarsal arches, arms 
internally rotated, upper thoracic spine in a fixed 
kyphotic position, with the cervical lordosis in- 
creased to allow the eyes to seek a level with the 
horizon—this body is at once ill-equipped to ad- 
dress a tennis ball. It is also ill-equipped to bear 
its own weight and the weight of its own members 
in any kind of maneuver. 

The breakdown of a member, whether axial or 
peripheral, is thought to be an end result of re- 
peated mild insult or of a single severe insult to 
such a poor basic musculoskeletal economy. Treat- 
ment, therefore, to be rational, must be directed 
toward restoring or creating good economy of mo- 
tion in the body and its parts—not just the elbow 
or other affected region alone. The results of treat- 
ment can be evaluated in terms of increased resist- 
ance to damage in the face of repeated subjection 
to the original stress circumstances. What was once 
an insult-producing stress now becomes a situation 
which the body is quite well equipped to handle. 

Postural analysis is based in all cases on notation 
of six key checkpoints: in the erect position, (1) 
deviation of the tragus from an imaginary plumb- 
line through the external malleolus, and (2) inter- 
condylar distance with internal malleoli approxi- 
mated, or the reverse; and in the supine position, 
the distances of (3) cervical and (4) lumbar curve 
apices from the horizontal resting plane, (5) the 
bituberous diameter, and (6) the depth of the 
perineum to palpation. 

These checkpoints give a very good index of gen- 
eral body stability. The tragus-malleolar plumbline 
deviation assesses the ability of the body to initiate 
movement effortlessly in any direction on a hori- 
zontal plane; when there is no deviation this ability 
is quadrilaterally equal. The intercondylar distance 
with internal malleoli approximated should ap- 
proach zero. Genu varum and valgum are obvi- 
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There are a number of musculoskeletal 


disorders for which currently 
popular methods of treatment offer 
equivocal, partial, or only 
temporary relief... . To achieve increased 
or permanent improvement in these cases, 


the myofascial approach has been designed 


ously deviations from normal. As for lumbar and 
cervical curves, they should disappear in the supine 
body; the undersurface of a stable body, recum- 
bent, will conform to the surface on which it lies, 
just as does the body of an adult cat. The fifth and 
sixth checkpoints are used as rough indices of pelvic 
integrity. It turns out that many of the musculo- 
skeletal problems seen in practice are traceable to 
pelvic deformity and faulty pelvic mechanics; of the 
six, these two are by far the most important. 

Other minor criteria of body stability and re- 
gional integrity include such familiar observations 
as degree of restriction in humeral abduction and 
circumduction, slope of the upper thoracic spine, 
excursion of the thoracic cage in respiration, scolio- 
sis, angulation of the achilles tendon, preservation 
of the pedal arches, and so on. 

Detailed application of the six checkpoints in 
practice can be seen in the first two cases pre- 
sented. The second of the two is that of a salesman- 
semiprofessional ice hockey player whose acute 
low-back pain began when he leaned down to pick 
up a soft drink bottle at the beach. The basic 
problem was found to be that of a contracted pel- 
vis, with incidental findings including bowed legs 
and a so-called organic scoliosis. The increased lum- 
bar lordosis, the lumbar arthrodial joint changes re- 
vealed on x-ray, the slanted and tilted pelvis, and 
the unequal leg length were all traced to his pelvic 
problem. Abolition of contracture in key intrapelvic 
and transpelvic muscles led to a solution of both 
incidental problems, and of the low-back pain that 
was his chief concern. Follow-ups over a 2-year 
period showed no recurrence of the chief com- 
plaint. The young man actually noted improvement 
in his hockey game, in avoiding potentially damag- 
ing situations a split-second before they could hap- 
pen, in “getting the jump” on the player guarding 
him or attempting to pass him by correctly antici- 
pating the opponent's next move, in his more re- 
laxed total approach to the game. He considered it 
a by-product of therapy that he experienced no 
sore muscles and no injuries throughout the season 
—an enviable record in an admittedly accident- 
prone sport. 

The method in myofascial therapy is simple. The 
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physician first identifies the muscle or group re- 
sponsible for the deformity, then induces relaxation 
in the offender. In increased lumbar lordosis, for 
example, one may find contracture in the psoas and 
iliacus, the intrapelvic musculature, the adductor 
longus and the internal rotators of the thigh. The 
configuration of the subject, viewed from the side, 
is familiar: the protruding abdomen, the “sway 
back,” the posterior sacrum with promontory tilted 
forward, the acetabulum retrogressed, the greater 
trochanter drawn anteriorly and the thighs rotated 
internally, and genu valgum and/or recurvatum 
below. One can predict at a glance which muscles 
are shortened, point-tender, and in contracture. 
The degree of involvement can be assessed by 
measurement at key checkpoint areas. Then one 
attempts to break up the contracture in these mus- 
cles by local manipulative treatment. 

Progressive digital pressure (or pressure by the 
olecranon in the case of the larger muscles) at the 
myotendinous junction fatigues the muscle and in- 
terrupts the abnormal myotatic reflex maintaining 
contracture. During the recovery period antagonis- 
tic muscles and groups take over, and later, as the 
“treated” muscle regains normal tonus, normal 
homeostatic ‘forces come into play. These forces 
substitute a balanced relationship between prime 
mover and antagonist for ascendancy of one over 
the other, and this balance will maintain itself 
throughout the range of motion of the part. Use 
of the part, and of the whole body, is encouraged 
in the very stressful circumstances in which the 
insult occurred; such use crystallizes the now-normal 
relationship of parts. At this point there is no need 
for warm baths, heated swimming pools, diathermy, 
traction, and the like—time-honored as they may 
be. Once homeostasis is achieved and general body 
stability attained, a recurrence could be brought 
about only by a vastly complicated and highly 
improbable restaging of the circumstances shaping 
the body configuration at the moment of original 


injury. 
Case histories 


The first two of the following case reports .are de- 
tailed summaries, illustrating work-up, methods, 
difficulties encountered, and follow-up. The rest are 
abstracts. 


Case 1 e A 41-year-old woman had a diagnosis of 
an old fracture of the third lumbar body. She was 
admitted September 9, 1959, with a chief complaint 
of pain across the sacral promontory and _ iliac 
crests, with marked point tenderness in the lumbo- 
sacral interspace. 

History of chief complaint. The onset was 2 


weeks before admission, associated with a painful 


swelling of the right knee and compensatory redis- 
tribution of weight away from this site. She had 
first experienced low-back pain 4 years before ad- 
mission, after a fall to the floor, for which she had 
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been at bed rest 8 weeks and for which a back 
brace had been prescribed. The back brace had 
been worn faithfully since the incident. No x-ray 
studies had been made at the time or subsequently. 
Further questioning revealed associated bilateral 
lower extremity pain for the past 3 years. The pa- 
tient was employed at a bookbinding machine in 
the operation of which use was made of the hands 
and the feet, much as in the operation of a Linotype 
machine. At admission the patient had been on sick 
leave for the previous 2 weeks. 

Personal and system history. There had been a 
fall down a flight of stairs at age 21, a uterine sus- 
pension at age 26, a hysterectomy at age 31. The 
patient smoked one pack of cigarettes daily and 
was taking a muscle relaxant. She slept 6 to 7 
hours, and felt this was “too much” (on oversleep- 
ing she suffered from headache and “logginess”). 
System history revealed swelling of the thighs 
6 months ago. The patient was gravida I, para 
1-0-0-1; she had had a breech presentation, no an- 
esthesia for delivery, and a labor of 10 hours, “a 
difficult labor.” 

Physical examination revealed a muscular, slight- 
ly overweight, pale, red-headed adult female who 
weighed 145 pounds and was 5 feet 6 inches tall. 
A marked scoliosis was noted. The gastrocnemii 
exhibited marked hypertrophy and rock-hard con- 
tracture in the erect position. With medial malleoli 
approximated, the intercondylar distance was zero, 
and genu recurvatum was evident, with patellar 
tangents intersecting posteriorly in the midline. 
The greater trochanters were displaced anteriorly, 
the sacrum rotated forward at the promontory, and 
the lumbar column in a marked lordosis. The pelvis 
was rotated to the right anterior and tilted to the 
right, with compensatory changes in the shoulders 
and head and neck. The shoulders were carried 
well forward so that crossing the arms below the 
breasts had become an habitual and comfortable 
attitude. There was a rather prominent “widow’s 
hump” and an increased cervical lordosis. 

Supine examination revealed that the apex of 
the lumbar anteroposterior curve was 3 cm. above 
the horizontal. Intertuberous diameter was 3 cm., 
and the perineum offered resistance at a depth of 
0.5 cm. Active flexion of the thighs on the pelvis 
with knees flexed was restricted to 135 degrees, 
with accompanying “tightness” and pain in the 
lumbosacral area toward the end of the maneuver. 
Increased upper dorsal kyphosis and cervical lordo- 
sis were even more evident in this maneuver than 
in the erect position, the chin describing an arc in 
the anteroposterior plane anteriorly and superiorly, 
and the plane of the face assuming a 45-degree 
angle with the horizontal. 

Laboratory findings. Results of a complete blood 
count, including leukocyte count, were within nor- 
mal limits. Urinalysis was essentially negative. 

An x-ray of the lumbar spine and pelvis revealed 
a contour deformity on the anterosuperior aspect of 
the third lumbar body, believed to be due to an old 
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Myofascial therapy is based on postural 
analysis, with evaluation of the 


erect body a starting point... . The 


breakdown of a member is thought to be 


an end result of repeated mild insult 
or of a single severe insult to 


a poor basic musculoskeletal economy 


healed fracture. There was also left lumbar facet 
arthrosis, bilateral mild to moderate sacroiliac joint 
arthrosis, and mild right lower extremity length 
deficiency (;%; inch), with a sacral tilt of % inch 
to the right in the erect position. 

Management. On September 4 myofascial work 
was done on the gastrocnemii and on the soleus 
muscles, and flexion exercises were prescribed 
(knee-chest in the supine position for 60 seconds 
twice daily). On September 8 and 14 work was 
done on the shoulder girdle bilaterally. Circum- 
duction of the arms individually was seen to be 
markedly restricted, and the scalenus medius on 
the left was extremely point-tender and contrac- 
tured. The left clavipectoral fascia was firmly 
bound down, and both clavicles were limited in 
superoinferior motion. On September 14 the gas- 
trocnemii were seen to be much relaxed over 
September 8 in the prone position, but tonus was 
still heightened in the erect position. Good sub- 
jective relief was shown by September 14; no pain 
was present, just a feeling of “tiredness” in the area 
of the chief complaint. 

By the seventh session, on October 2, the pa- 
tient had been at work for 2 weeks with no recur- 
rence of the low-back complaint. Over the preced- 
ing week there had been pain om the inner aspect 
of the right leg and thigh similar to that which had 
been present over the 3 years before admission, 
but this was transitory. 

At the eighth visit, on October 13, the patient 
was completely symptom-free. Standing examina- 
tion revealed a “normal” lumbar lordosis, a 0-1 cm. 
intercondylar distance, and normal calf tonus. The 
position of the shoulders was somewhat posterior 
to that noted at the beginning of treatment, and 
crossing the arms under the breasts was found to 
be uncomfortable. Humeral circumduction was un- 
restricted. Some upper dorsal paravertebral con- 
nective tissue and fat deposits remained, but the 
kyphosis was not so marked as before. 

Supine examination revealed an intertuberous 
diameter of 5 cm. and resistance at a depth of 3 
to 4 cm. in the ischiorectal fossa. The apex of the 
lumbar anteroposterior curve rose 1 cm. from the 
mat. The clavipectoral fascia was completely uni- 
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form and the coracoid process easily palpable, with 
normal tonus in the pectoralis minor bilaterally. 

The patient discharged herself on October 13, 
after eight treatment sessions over a period of less 
than 6 weeks. 

Follow-up. On February 23, 1960, about 4% 
months after the end of treatment, the patient was 
readmitted for follow-up examination. She stated 
that she had remained symptom-free as to the low- 
back complaint, that she had switched supervisors 
at her place of work but had continued working 
at the bookbinding machine as before. She was 
troubled, however, by a recent recurrence of swell- 
ing and pain in the right knee. 

On the subsequent Friday after work the knee 
was strapped in 2-inch athletic tape and the patient 
instructed to remove the tape before setting out 
for work the following Monday. 

The patient was last heard from on September 
29, 1961. She reported that there had been no 
low-back pain in the 2-year interim, and no pain 
referable to the knee since the tape had been re- 
moved in February 1960. She is still doing the 
same strenuous work at the same job, “with no ill 
effects.” 


Case 2 e This was a 34-year-old man with recurrent 
low-back strain, scoliosis, and arthritis. He was 
admitted September 16, 1959, with a chief com- 
plaint of low-back pain. 

History of chief complaint. The onset had been 
10 days before admission, severe and disabling in 
degree, located in the lumbosacral interspace, con- 
stant, with associated “strain pain” along the ilioin- 
guinal ligament. The onset was associated with 
reaching down for a soft-drink bottle at the beach, 
with an acute exacerbation on sitting in the car 
later. Treatment had included “pills” and bed rest 
for 4 days without relief, and then vigorous ma- 
nipulative treatment by a private physician with 
good relief. Hot baths relieved the pain, especially 
at night, after which relief was maintained until 
the next morning. On arising, however, there was 
stiffness, “tightness,” and pain experienced in the 
area of the chief complaint with associated re- 
stricted flexion of the trunk on the thighs. All of 
this persisted through the day, until relief was 
afforded by another hot bath. The pain was more 
severe on the left. 

Personal history. The history was negative for 
usual childhood diseases and for scarlet fever and 
rheumatic fever, but positive for pleurisy at age 6 
months, with sequelae of chronic diarrhea, recur- 
rent fevers, and residual kidney damage (pyelitis) 
treated successfully with acetylsalicylic acid. There 
were no drug or other allergies. Habits included 
skiing, ice hockey (semiprofessional), and automo- 
bile driving at work. The patient was engaged in 
door-to-door oil heater sales and maintenance. 
There had been an episode of low-back pain 1 year 
before admission, associated with the automobile 
driving; this had been relieved by using a pillow 
to support the back. 
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System review. There had been two episodes of 
orthostatic dizziness. Otherwise, findings were es- 
sentially negative. 

Physical examination. This tanned, well-muscled 
young adult male was of average height, had a 
blood pressure of 136/96 and a pulse rate of 92, 
and weighed 187 pounds. Minimal crepitus was de- 
tected in the left lung fields, and heart sounds were 
diminished in intensity. There was a mild positive 
McBirney’s sign. The prostate on rectal digital 
examination was hard in consistency (plus 1) but 
otherwise was grossly normal. Deep tendon reflexes 
were active and equal bilaterally. 

With the body in the erect position, tenderness 
and extreme bonelike tension were noted in the 
supraspinous ligament between the fifth lumbar and 
the first sacral segment, and the lumbar paraver- 
tebral musculature was in marked contracture bi- 
laterally. Pedal arches were well-preserved. Inter- 
condylar distance was 5 cm., with the medial 
malleoli approximated. The coccyx and sacral apex 
were well tucked forward, and an increased lordotic 
lumbar curve was somewhat decompensated, re- 
sulting in a near-normal gross appearance when 
considered regionally. There was a long C-curve, 
convexity to the right, the length of the lumbodorsal 
spine, with’ shifting of the head-neck complex to 
the right. The shoulders were rounded and the 
left shoulder dropped and placed well forward. 
Ambulation, change of gross body position, and 
flexion of the thighs on the pelvis were all restricted 
and accompanied by pain in the area of the chief 
complaint, markedly so in the latter maneuver. 

Laboratory findings. X-ray examination of the 
lumbar spine and pelvis reported on September 17 
a localized arthritis of the left fourth and fifth lum- 
bar arthrodial joint, a lumbar scoliosis to the right, 
both recumbent and erect, with an increase in the 
curve in the erect position, and %-inch sacral tilt to 
the right and %-inch left lower extremity length 
deficiency. No appreciable disk narrowing was 
demonstrated. 

Management. Myofascial processing was begun 
on September 18, twice weekly for the first two 
sessions, then weekly with the exception of the 
sixth and seventh sessions, which were each spaced 
2 weeks from the session preceding. Treatment was 
completed on November 24, after ten sessions. 
Subjective improvement was gradual and sustained, 
with no acute exacerbations of the chief complaint. 
The night of October 6, following the fourth ses- 
sion, the patient began playing ice hockey on a 
weekly basis. In contrast to his experience in open- 
ing games of previous seasons, he found that his 
“wind” was better, that he was able to participate 
throughout the full game with infrequent rest pe- 
riods, and that there was no muscle soreness on 
arising the following day. 

At the seventh visit the intercondylar distance 
had been reduced to 2.0 cm. Flexion of the trunk 
on the thighs was almost completely unrestricted, 
but with some “pulling” in the right sacrococcygeal 
ligament area on touching the toes while maintain- 


ing extension of the legs. Scoliotic C-curve was no 
longer present in the prone position. Bituberous 
diameter was 5 cm. Supine testing of flexion of the 
thighs on the trunk brought the knees to within 6 
inches of the shoulders. Body weight was main- 
tained at 187 pounds, but with evident redistribu- 
tion, with loss of much of the girth of the abdomen. 

Treatment was directed to regions as indicated 
by the initial configuration. Reduction of the in- 
tercondylar distance was accomplished by active 
myofascial work on the external femoral rotators, 
which was delayed somewhat by extensor guarding. 
The intrapelvic musculature was thoroughly relaxed 
by the seventh session. Earlier sessions were de- 
voted to myofascial work in the neck and shoulder 
area, specifically to the scalenes, longus coli, inter- 
scapular muscles, pectoralis minor, and upper inter- 
costals. Various minor or highly localized contrac- 
tures were broken in the flexor and external rotator 
muscles in the lower limbs. Some work was done 
on the psoas muscles initially, and as the response 
was prompt and well-maintained, this area was 
passed over in the later sessions. 

From the eighth session work was concentrated 
in the external rotator area, and conditioning in 
“tucking” the coccyx forward in standing and walk- 
ing was stressed. The patient tended to take an 
overconfident attitude as regarded his marked 
symptomatic improvement, and considerable en- 
couragement was given toward overcoming his 
long-standing habit of directing his body anteriorly. 
It was pointed out to him that correction of this 
deficiency might well be the one factor in sustaining 
symptomatic improvement and in preventing future 
insults, perhaps in other areas of the body. 

Final check at the tenth session on November 
24 showed a stable body by all criteria. “Tucking” 
was achieved with minimal conscious effort. The 
tragus coincided with the malleolar line, and walk- 
ing with body weight concentrated at the heel and 
“tuck” maintained was very nearly effortless. The 
patient was discharged symptom-free. 

Follow-up. Patient was in on February 20, 1960, 
for vaccination for a skiing trip to Switzerland. No 
physical check was made at this time, but patient 
reported a symptom-free interim since discharge 
on November 24, 1959. 

This patient was in touch through September 1, 
1960, and there was no exacerbation reported dur- 
ing this 9-month post-treatment period. 

A 2-year recheck on October 1, 1961, indicated 
that the patient had no recurrence of low-back 
pain in the 22 months since discharge. At 36 he 
remains active in outdoor sports; during the past 
two summers he has learned to water ski and re- 
ports that he is more proficient at it than at snow 
skiing. 


Case 3 e The diagnosis in this case was acute low- 
back strain, osteoarthritis, and lumbosacral devel- 
opmental anomaly. 

This 57-year-old automobile mechanic was ad- 
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It is axiomatic that resistance of 
the body and its parts to intrinsic or 
extrinsic insult is roughly equivalent to 
the body's ability to evade the blow, 
“get under” the weight, or “move 
with” an outside force. The etiologic basis 
for tennis elbow, for example, is 
thought to be traceable to faulty motion 


of the body as a whole 


mitted September 2, 1959, with a chief complaint of 
severe low-back pain. Onset had been on September 
1, on twisting the trunk of the pelvis, causing him 
to drop to his knees; he had been attempting to lift 
a 5-gallon tin of gasoline when the injury occurred. 
There was a history of an anchor tipping over on 
the right foot 2 weeks previous to admission, at 
which time x-rays had been negative for fracture; 
currently there was no pain in this area. 

The patient was active in his auto repair shop 
and on his 18-foot cabin cruiser in the summer, and 
he occasionally drove to Canada to hunt deer. 

Physical examination revealed a lean, well-mus- 
cled adult male of average height. His blood pres- 
sure was 148/80, pulse was 80, and weight was 160 
pounds, Fabere’s and Ely’s signs were positive on 
the left, but Goldthwait’s was negative bilaterally. 
Marked tenderness and contracture were noted in 
the paravertebral musculature to the left of the fifth 
lumbar vertebra and in the left pyriformis muscle. 

X-ray examination, reported at length on Septem- 
ber 5, showed a %-inch left lower extremity 
length deficiency and a 43-inch sacral tilt to the 
left. There was also an incomplete sacralization of 
a potential sixth lumbar vertebra on the right, with 
a pseudarthrosis between its right transverse proc- 
ess and the sacral ala, lumbar facet joint arthrosis, 
and mild lumbar spondylosis. 

Management. The patient’s lower lumbar to mid- 
dorsal area was splinted with 2-inch “V” strap- 
ping, and depot ACTH was given. In 3 days the 
tape was removed, and the patient was carried 
through six myofascial treatment sessions of an 
hour each, lasting through September 24. One acute 
exacerbration occurred between the fourth and fifth 
visits; this lasted 3 days, and no specific treatment 
was given. With this exception, subjective improve- 
ment was gradual and sustained, and the patient 
was pain-free on the date of discharge. 

Follow-up. Rechecks at 2-month and 6-month 
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intervals failed to show any recurrence of the low- 
back problem. Several weeks before the 6-month 
recheck (on March 13, 1960) the patient had per- 
formed a feat of lifting the end of a loaded boat 
trailer and dropping it into the rear bumper fitting 
of his car, before a group of admiring spectators, 
all younger men. 

An 11-month recheck in early August 1960 again 
revealed a symptom-free interim. 

On October 4, 1961, this patient reported no 
recurrence of the old low-back problem. At age 
59 he boasts that he has lifted the boat trailer 
“twenty-five more times” since the last report. 


Case 4 e This baby boy had a congenital malrota- 
tion of the right femur. 

A l1-year-old male was admitted September 5, 
1959, with a chief complaint of external rotation of 
the right lower extremity, first noticed by the par- 
ents 3 days before admission. 

Physical examination revealed an active, walking 
12-month-old child, exhibiting marked external ro- 
tation of the right thigh, approaching 60 degrees 
at rest or walking. On supine examination contrac- 
ture and apparent shortening of the right gluteus 
minor and quadratus femoris muscles were - 
tected by palpation. 

X-ray examination of the right hip on tne 
5 was reported as essentially negative. 

Consultation. A pediatrician was consulted on 
September 22 (after the first treatment but before 
the second). His findings were of a moderate ex- 
ternal rotation of the right lower extremity, and his 
impression was that it was congenital, caused by 
the intrauterine position. 

Management. Myofascial treatment was given to 
the external rotators of the right thigh on Septem- 
ber 17 and 22, with reduction of the rotation to 30 
degrees after the first visit, and to zero after the 
second. The patient was discharged September 22, 
and the parents instructed to report any adverse 
change. 

Two-year recheck. On September 27, 1961, the 
father of this boy, who is now 3 years old, reported 
that there has been “no indication whatsoever of 
the ailment to his right foot” in the interval since 


Treatment must be directed toward 
restoring or creating good economy of 
motion in the body and its parts—not just 

in the affected regions. Results can 

be evaluated in terms of increased 


resistance to damage in repeated 


subjection to the original stress 


discharge, and that the child is “not hampered in 
any way with regard to running, walking, and so 
forth.” 


Case 5 e The diagnosis in this case was chronic 
subdeltoid bursitis. 

A 72-year-old woman was admitted October 14, 
1959, with a chief complaint of markedly restricted 
motion in the right shoulder, with pain on abduct- 
ing the arm, progressive, of many months’ duration. 
This patient was chief operating-room nurse in a 
60-bed general hospital. Because of her chief com- 
plaint she wore her keys at her left side (she was 
right-handed) and tied her apron in front, then 
hitched it around. She experienced extreme diffi- 
culty in setting and combing her hair because her 
right hand was virtually useless to her in such op- 
erations. 

Management. Because of modesty or prejudice, 
this patient acquiesced only to regional attention to 
her problem, so that treatment was restricted to the 
right forequarter area. Over a period of 4 weeks, 
four myofascial treatments were carried out, the 
initial one being “prepped” with 80 units of depot 
ACTH. Improvement was steady and rapid. By the 
end of the fourth session all motions of the affected 
shoulder were free, including external and internal 
rotation, abduction, and circumduction of the right 
arm, and associated motions of the scapula on the 
rib cage and the clavicle at the sternoclavicular 
articulation. 

The patient began using her right hand again in 
all activities; she switched her keys to her right side, 
and her chief complaint entirely disappeared. 

Follow-up. On July 9, 1960, 7 months after com- 
pletion of therapy, this patient remained symptom- 
free. 

On September 27, 1961, this registered nurse, 
who is now 74 years old and retired to part-time 
duty, reported that her shoulder is “perfectly well” 
and that she has had no pain or disability since 
discharge from treatment. Current activities in- 
clude spading in her garden. 


Case 6 e This woman had an “accident-prone” per- 
sonality disorder, and a possible old cervical body 
compression fracture. 

A 44-year-old woman was admitted June 25, 
1959, with a chief complaint of stiffness and pain in 
the right side of the neck, the pain reproduced most 
severely on extending the neck immediately after 
flexing it. 

History. This patient presented a history of a 
series of multiple severe injuries through life, in- 
cluding (1) coccydynia after a fall, (2) a bicycle 
accident in which two front wheel spokes were 


- driven into the right knee joint, (3) dislocation of 


the right ankle, (4) left sternoclavicular and acro- 
mioclavicular separation, (5) “whiplash” injury 
from a severe blow to the top of the head on two 
occasions, (6) numerous sprains of both ankles 
over the years, with (7) one fracture of the left 
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ankle. System inventory revealed exertional dyspnea 
and frequent headaches. 

Physical examination revealed a well-muscled 
adult female with a pasty complexion and an atti- 
tude of emotional depression. She was 5 feet 1 inch 
tall, and weighed 152 pounds. 

X-ray examination reported on December 2 a 
%-inch right lower extremity length deficiency and 
%-inch sacral base plane depression to the right, 
with lumbar spinal deviation to the right, both 
recumbent and erect. 

Management. Myofascial work was started on 
September 15, after apparent failure of other meth- 
ods of approach, and was carried out in ten ses- 
sions over the next 3% months. During therapy 
many subjective complaints were registered, from 
paresthesias in the referral areas of the cervical and 
brachial plexus to one week-long episode of dis- 
abling pain in the right foot. This last was accom- 
panied by local swelling, and x-ray examination 
was totally unrevealing. As in other instances, there 
was no apparent precipitating event, and it sub- 
sided as suddenly as it had begun. There also oc- 
curred frequent accidents with the pattern of 
“dropping things,” on one occasion a kettle of boil- 
ing water. 

At discharge, on January 4, 1960, the patient’s 
only concern was an occasional mild exacerbation 
of the chief complaint of stiffness in the right side 
of the neck on arising in the morning. She had lost 
12 pounds, and her skin color and turgor had im- 
proved. She was looking forward to getting a job. 

Follow-up. Recheck on April 1, 1960, showed a 
marked improvement since discharge. The patient 
had been working regularly for several months and 
was currently seeking to improve her pay by chang- 
ing jobs. She appeared self-confident and cheerful. 
It had been at least 2 months since any recurrence 
of her chief complaint or of any “accident.” 

Contact was maintained with this patient and a 
symptom-free record carried through July 9, 1960 
(6 months). 

This patient reported on a 2-year recheck, on 
September 27, 1961, that she had had no accidents 
since discharge from treatment. She still works at 
her old job as a geriatric nurse’s aide (she did not 
change jobs as she had planned) and recently had 
a raise in pay. Various symptoms continue, how- 
ever: tinnitus, vertigo, periorbital edema, orbital 
pressure, posterior cervical pain, and radicular 
paresthesias. Currently she is a familiar visitor at 
the neurologic and medical clinics of Massachusetts 
General Hospital. 


Case 7 e The diagnoses in this case were bronchial 
asthma and obesity. 

A 24-year-old man was admitted November 10, 
1960, with a chief complaint of progressive dyspnea, 
wheezing, and feeling of congestion in the chest. 
This had been confined to mornings at the onset, 
then over a period of a few days to a week had 
become day-long and night-long for 2 or 3 days 
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and nights, then had subsided over the following 
7 to 14 days to a constant mild wheezing and dis- 
comfort in the mornings. 

The earliest such episode was reported in child- 
hood, and during the patient’s childhood, teens, 
and early 20’s he had visited and obtained treat- 
ment for extended periods at several large medical 
centers in New York, without noticeable improve- 
ment. The attacks varied in frequency. The longest 
attack-free period had been 2 years, some 6 years 
ago. There had been such a period of about 4 
months preceding the patient’s move to California. 
Since his arrival, 2 months before admission, there 
had been three severe attacks. 

Onset of weight gain from a base of 180 pounds 
was 18 months before admission. 

Physical examination revealed a tall, heavy-set, 
prognathous young adult male, 6 feet 2 inches tall 
and 236 pounds in weight. Increased expiratory 
phase and splinting of the upper intercostal muscles 
were noted. There was marked restriction in the 
respiratory excursion. There was much generalized 
wheezing throughout the lung fields at the end of 
expiration. 

Management. This patient by diet reduced his 
weight to 178 pounds in a space of 2 months. 
Myofascial treatment sessions on November 10, 16, 
and 23 were regional only, with normalization of 
the scalenes, sternocleidomastoid, and longus coli 
and rectus capitus anterior, and of the pectorales 
major and minor, and upper and middle intercostals 
anteriorly, and the trapezius, supraspinatus, levator 
scapulae, and rhomboids, and the upper thoracic 
paraspinal groups. All work was done bilaterally. 
The objective response was rapid and sustained. 
There was an immediate increase in motion of the 
rib cage in respiration and a decrease and even- 
tual abolition of adventitious auscultatory sounds 
through the three sessions. About 3 months after 
the end of treatment equalization of inspiratory and 
expiratory phases was seen. 

Follow-up. To date, 11 months since this short 
trial of regional therapy, this patient has had no 
major asthmatic attacks. There were two early 
“warning signal” episodes, however, consisting of 
early morning chest congestion, of 3 to 4 days’ 


Once homeostasis is achieved and 
general body stability attained, a 
recurrence could be brought about only by 
a vastly complicated and highly 
improbable restaging of the circumstances 
shaping the body configuration at 


the moment of original injury 


2 
GEN 
= 
s = 
= = 
2 
= 
= = 
= 
= = 
= 
= ? 
= 
= = 
: 
= 
= = 
= = 
4 
187 


duration, both within the first 2 months following 
treatment. One was associated with an acute upper 
respiratory infection. 

The patient’s weight has fluctuated within the 
range of 175 to 180 pounds since he discontinued 
his diet. His only current complaint is a dull aching 
pain in the interscapular area, with an onset about 
3 months ago, experienced at the end of a day of 
desk work. 


Case 8 e This patient had an old compression 
fracture of the body of the fifth cervical vertebra, 
with disk degeneration and bilateral radicular pain, 
and obesity. 

This 30-year-old man had chief complaints of 
pain at the superior angle of the left scapula; pain 
and paresthesias of the shoulders, arms, forearms, 
and hands, more pronounced on the left; and pos- 
terior cervical and paracervical pain. 

The onset had followed an accident 7 years ago 
in which the patient, running down a flight of 
stairs, had struck his forehead against a low beam 
above the stairway. X-rays following the accident 
had been judged negative for cervical fracture. 
The scapular pain had been progressive and con- 
stant. The cervical and brachial symptoms had 
been intermittent, with exacerbations coinciding 
with increased “nervous tension.” 

A cervical x-ray series taken 2 years before ad- 
mission revealed an old compression fracture of 
the body of the fifth, with exostosis into the inter- 
vertebral canal and “sclerosis.” At this time, because 
of the symptoms in the left arm and hand, a diag- 
nosis of scalenus anticus syndrome had been made 
and the left anterior scalene muscle had been di- 
vided surgically. No relief had been obtained fol- 
lowing the operation. 

This patient had begun gaining weight from a 
base of 190 pounds in 1952. 

Physical examination revealed a tall, obese young 
adult male, with a height of 6 feet 2 inches and 
a weight of 265 pounds. 

Management. Myofascial processing was started 
on June 5, 1961, with attention focused on the 
region involved and with minor attention initially 
to the postural base (lumbar spine and pelvis and 
lower extremities). 

On the second visit, June 13, the patient reported 
a pain-free left shoulder, arm, and hand for 3 days 
following treatment, but no change in the other 
symptoms. 

On June 20 the left main brachial plexus distribu- 
tion was reported pain-free for 7 days, but the 
dorsal scapular nerve root pain was worse. At this 
time Librium was prescribed, in addition to his 


weight regimen. It was found fater that he neg- 
lected to have the prescription filled. 

On June 27 the patient reported a 5-day complete 
remission of pain following the previous treatment 
session—the first such period in 7 years—and then 
the onset of posterior cervical pain alone. 

After a fifth treatment session 2 weeks later, 
therapy was discontinued pending improved co- 
operation by the patient in his diet. 

Comment. In this case, x-ray evidence of direct 
root compression was demonstrated and a typical 
pattern of brachial plexus radicular pain, involving 
primarily the left dorsal scapular branch, was shown. 
It is because of the clear-cut x-ray and clinical 
picture that this case is included, though it is 
currently “in progress.” The rapid response to myo- 
fascial reduction of an increased cervical lordosis, 
fixed by 7 years of anterior cervical muscle con- 
tracture, is noted. 


Summary 


Eight cases out of a group of 60 primarily somatic 
problems have been presented, with the results of 
a special, intensive type of therapy. The cases 
include old lumbar body fracture, acute and re- 
current low-back strain, scoliosis, degenerative joint 
disease, congenital lumbarization of a first sacral 
vertebra, congenital femoral malrotation, chronic 
subdeltoid bursitis, “accident-prone” personality, 
bronchial asthma, obesity, and cervical plexus root 
compression syndrome. 

Myofascial therapy is based on a theory which 
is by no means new. Its modern expression has 
been set forth for decades by the osteopathic con- 
cept—the revolutionary idea that the human body 
is predisposed, by a combination of internal and 
external factors, to a given disease, and when con- 
fronted with the etiologic agent of that disease it 
will get sick. This is a simple idea but one whose 
elaboration leads into areas tangential to the line 
of old-school medicine, much as modern quantum 
mechanics relates to Newtonian physics. It refutes 
and at the same time clarifies and adds to the 
current old-school concept that disease begins with 
the etiologic agent and ends when the agent is 
removed, It starts instead with the individual be- 
fore he becomes a patient, seeking means to subvert 
and neutralize the predisposing factors, so that 
when he is confronted with the so-called etiologic 
agent, his resistance—or resilience, in the case of 
macroscopic forces—will be such that the agent 
will be harmless to him. 

It is an interesting idea and one which deserves 
study. 


Keratoacanthoma 


A. P. ULBRICH,* B.S., D.O., and THOMAS H. 
BONINO, A.B., D.O., Detroit, Michigan 


Keratoacanthoma is a clinical entity that derma- 
tologists have long been able to recognize easily, 
although not by that name but rather “squamous 
cell carcinoma.” The variety of names that have 
been given this tumor reflects its position as a 
“relative” that has not received full recognition. 
It has frequently been discussed, but a name tag 
has been elusive.!-2 American literature has tended 
to favor the designation “tumor-like keratosis of 
Poth,”3-5 or at least to associate this tumor with 
Poth’s original description.’ British writers have 
used the term “self-healing epithelioma of Ferguson 
Smith,”? although at present they use the term 
“molluscum sebaceum.” Even the relatively specific 
term “keratoacanthoma” should perhaps be quali- 
fied by “solitary” or “multiple.” A solitary lesion, 
however, might turn out to be merely the first 
in a given case; on the other hand, the fact that 
a patient has one such lesion does not mean he will 
have others, as is illustrated in the cases to be 
described in this article. Admittedly the problem 
of differentiating solitary versus multiple lesions, 
along with the problem of etiologic classification, 
gives rise to much academic debate and discussion.® 
The prime consideration, however, should be the 
fundamental problem of differentiating keratoacan- 
thoma from squamous cell carcinoma, thus remov- 
ing a benign, self-healing lesion from the category 
of malignancy. 

In the past, general pathologists have readily 
confirmed a clinical diagnosis of low-grade squa- 
mous cell carcinoma for lesions that were actually 
keratoacanthoma. Occasionally the pathologist’s 
diagnosis has been “verruca,” particularly when the 
excised specimen included only a portion of the 
lesion. Although the histopathologic changes in 
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keratoacanthoma resemble those of Grade I epi- 
dermoid carcinoma,? the lesion is essentially a self- 
limiting pseudoepithelioma. We believe that a co- 
ordination of clinical and pathologic findings will 
do much to enlighten physicians and bring this 
disease entity out of the classification of a grievous 
malignancy. Adequate observation and care can 
then be afforded the patient without subjecting 
him to overtreatment. 

A review of our records of patients with malig- 
nant lesions disclosed a startling number of cases, 
obviously keratoacanthomalike, which had been fol- 
lowed as squamous cell carcinoma, some for as 
long as 15 years (Fig. 1). The error is widespread 
and long-standing; as late as 1954, a standard med- 
ical text! showed keratoacanthoma as a typical 
example of “squamous cell carcinoma, Grade I.” 
The problems of diagnosis and incidence are high- 
lighted by published opinions!! ranging from 
“_.. admitted one case of keratoacanthoma for every 
two cases of epidermoid carcinoma” to “It is im- 
possible... . to make a definite histopathologic diag- 
nosis of keratoacanthoma.” That the incidence is 
higher than has been assumed, and indeed may be 
increasing, is indicated by the fact that during the 
past 3 years our records included a total of 24 cases 
of keratoacanthoma, the clinical diagnoses having 
been confirmed by pathologists’ reports. 


Fig. |. Patient seen in 1946; clinical diagnosis was made of a 
squamous cell carcinoma on biopsy and confirmed by a patholo- 
gist. This is clinically a keratoacanthoma. 


| 


x 
; 
: 
¢ 
189 


Clinical review 


For this report, the records in a 1-year series of 
10 cases were reviewed in detail. Of these patients 
the oldest was 85, the youngest 21, and the average 
age 46; 5 were male and 5 female. One patient 
gave a history of a malignant neoplasm which had 
been clinically diagnosed as squamous cell carci- 
noma, but tissue was not available for study. One 
patient had four lesions; the others each had a 
solitary lesion. The site of the lesion was the nose 
in 4 cases; cheek, 1 (Fig. 2); ear, 1; cervical area, 
2; dorsum of hand, 1; and medial thigh, 1. 

The clinical picture of keratoacanthoma varies 
with the age of the lesion (Fig. 3). Among our 
patients the two earliest lesions observed were only 
4 mm. in diameter; each lesion showed a centrally 
depressed area containing a keratogenous plug. One 
of these lesions was on the left ear and was of only 
6 weeks’ duration. In general, the lesions range up 
to 15 mm. in size; they tend to be hemispheric or 
dome-shaped, and slightly less elevated than they 
are wide (Figs. 4 and 5). The area of keratinization 
tends to enlarge as the lesions enlarge. Desquama- 
tion from this area results in the relative depression 
of the center of the lesion and discoloration from 
the darkening debris. There is relatively little in- 


Fig. 3. Early keratoacanthoma, 4 mm., not having reached its 


flammation around the area, and telangiectasis is 
slight. In the early stages, there is some violaceous 
change in lesions occurring on unexposed portions 
of the body. The lesions grow rapidly, often from 
1 to 15 cm. in a month or two, and as they age 
the edges become smaller and the central keratin 
plugs more elevated (Fig. 6). In the receding stages, 
the reduction continues and the plugs flatten until 
the lesion appears somewhat like the top of a flat 
pepper shaker, with numerous small black spots. 
Any surface area of the body may be involved, and 
sometimes the mucous membrane of the mouth. Lip 
lesions in particular offer a diagnostic challenge to 
both clinician and histopathologist. 

Many variations have been noted in the course 
of these tumors. Tremendous areas of involvement 
have been reported—two thirds of the patient's 
chest, in one case.!2 In one 6-weeks-old lesion 
which we excised, the central keratin protruded 
so far that the lesion gave the appearance of a 
cutaneous horn. Two of our cases involved associ- 
ated lesions which might have been a source of 
confusion, and which illustrated the fact that kera- 


Fig. 4. Keratoacanthoma of dorsum of hand, with appearance 
of so-called typical squamous cell epithelioma. 


toacanthoma may readily precede or follow other 
types of skin tumor. Details of these cases follow. 


Case 1 e The patient was a 21-year-old male 
schoolteacher. He was typically rufous—red-haired, 
fair-skinned, and freckled. There was marked tel- 
angiectasis between freckles. He had had two 
basal cell epitheliomas removed before we saw 
him. In July 1958, we ‘excised three lesions, one 
anterior to the right ear, one from the right fore- 
head, and one from the right side of the chin. These 
too were basal cell epitheliomas. A lesion which 
was removed the following November, however, 
was diagnosed clinically and pathologically as kera- 
toacanthoma. There had been no exposure to sun- 
light or other irritants before this lesion appeared. 


Case 2 (Fig. 7) e The patient, a 21-year-old man, 
was first seen in September 1955, when he was 
found to have verruca acuminata and hidradenitis 
suppurativa of the right groin. The verrucae were 
cauterized, and after an A.S.T. the hidradenitis re- 
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Fig. 2. Typical keratoacanthoma at a frequent site. 
"maturity." 
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sponded to antibiotic agents and autogenous vac- 
cine. In March 1958 the patient returned for ex- 
amination of an indurated area on the lower right 
side of the abdomen, a change which he had first 
noticed 2 months before. There was no break in 
the dermis and no keratinization. The clinical im- 
pression was that of an infected sebaceous cyst. 
There was no capsule and the involved tissue 
seemed firm and unlike granulation. Treatment 
consisted of curette debridement followed by cau- 
tery; the lesion healed without further therapy. 
Histopathologic consultation resulted in a diagnosis 
of basal cell “pseudo-epitheliomatous hyperplasia,” 
which corroborated the clinical findings. In Sep- 
tember 1958 the patient was again seen because 
of a lesion on the right thigh. Clinically, the diag- 
nosis was keratoacanthoma, and this was confirmed 
by a histopathologist. Comparison with the patho- 
logical slides from the previous episode showed 
no similarity between the lesions. Within a month, 
four more keratoacanthomatous lesions appeared on 
the back of the thigh. Because the patient was a 
student at a distant college, excision at that time 


Fig. 5. Keratoacanthoma in the posterior lateral cervical area. 


was impractical. Podophyllin was applied once to 
the lesions, and thereafter they remained static. 
At the end of 3 months the lesions were slightly 
dome-shaped, with crusts resembling the top of a 
pepper shaker; after 3 more months, only small 
atrophic scars remained. 


Discussion 


The pathogenesis of keratoacanthoma is unknown, 
although there seems to be a relationship to active 
irritation. The lesions are found predominantly on 
the exposed parts of the body, and they have been 
reported to occur after sunburn or exposure to 
heat. There are tumors produced by tar and arsenic 
which cannot be distinguished from keratoacan- 
thoma in either clinical or histopathologic examina- 
tion. Lesions resembling keratoacanthoma have 
been artificially induced in chicken skin.!° Reports 
have been published concerning a viruslike agent!4 
resembling that of molluscum contagiosum but one 
third as large.15 Indeed, if we were to select a skin 
lesion that might clinically most resemble kerato- 
acanthoma, it would be giant solitary molluscum 
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Fig. 6. Aging keratoacanthoma beginning to show adherent 
type of scale. 


contagiosum. Histopathologic examination of kera- 
toacanthomatous tissue shows changes like those 
of Grade I (Broders) epidermoid carcinoma.9 

Histologic detail leads to the emergence of this 
relatively common entity from the diagnosis of 
squamous cell epithelioma. Under the low-power 
objective, or preferably a scanning lens, the but- 
tress formation is at once apparent if the lesion is 
bisected in its greatest diameter. There is nothing 
diagnostic about this formation, but the appearance 
is responsible for one of the synonyms for kera- 
toacanthoma, molluscum sebaceum. The molluscum 
contagiosum possesses this configuration, but so 
also do many squamous epitheliomas. The forma- 
tion represents the smooth epidermis reflected back 
upon itself in response to the rapid proliferation 
of the cells composing the central plug. Under 
higher power, the central plug is seen to be made 
up of parakeratotic keratinocytes; epithelial hyper- 
plasia and increased mitotic activity are observed, 
but no hyperchromatism or differences in nucleus 
staining qualities which would indicate malignant 
change. The lack of hyperchromatism and varied 
staining qualities of the nucleus represent a uni- 
formity in both chromosomal pattern and protein 
moiety of the nuclear structure. 

Occasional single-cell keratinization may be seen 


Fig. 7. Case 2: (A) Scar left by a spontaneously healed kera- 
toacanthoma; (B) scar in an old area of hidradenitis suppura- 
tiva. 


We 


in the central plug. One prickle cell may separate 
itself from the neighboring cells and begin to kera- 
tinize, or mature. It may appear like a foreign body 
in the basal-cell layer; the nucleus shrinks and 
eventually the whole process becomes fixed as an 
eosinophilic body in the keratin, an epithelial pearl. 

The inflammatory infiltrate consists of poly- 
morphs, monomorphs, and clusters of lymphocytes; 
particularly lacking are the plasma cells and giant 
cells which are a constant feature of epithelioma. 
This infiltrate, particularly the peripheral lympho- 
cytic clusters, may indicate the body’s immunologic 
response as well as the host’s inflammatory reaction 
to the causative agent. 

The keratoacanthoma is always an invasive re- 
action, as evidenced by the destruction of elastic 
fibers of the dermis. This is best seen with orcein- 
giemsa stain,!® a stain with great affinity for elastic 
fibers. The spontaneous resolution also results in 
scar formation, clinical verification of elastic-fiber 
destruction. Here we have justification for early 
and adequate removal of the lesion; that is, the 
prevention of an undesirable cosmetic feature that 
would result from destruction of tissue by this 
invasive lesion. 

Histologically, then, keratoacanthoma represents 
a tissue reaction tending to progress until the lesion 
is effectively sequestered by the immunologic de- 
fenses of the skin and of the body as a whole. 

For clinical purposes the lesion may be defined 
as a benign self-healing pseudoepithelioma which 
leaves a residual scar. Since the clinical appearance 
is only suggestive, the solitary lesion should be 
excised whenever possible; there is always the 
possibility that it represents an early anaplastic 
carcinoma. The clinician should bear in mind that 
the pathologist must have adequate tissue for an 
accurate diagnosis. From the standpoint of the 
patient, lesions should be removed as early as 
possible, to prevent or minimize scarring. In the 
case of multiple lesions, curettement and cautery 
suffice for treatment after an adequate pathologic 
specimen has been obtained. Multiple lesions tend 
toward gradual loss of the ability to heal. 

Although differential diagnosis is highly impor- 
tant in keratoacanthoma, the responsibility is not 
the clinician’s alone, for if the lesion is suspected 
it is to be removed and the responsibility shared 
with a pathologist. 


Summary 


Keratoacanthoma is a benign, self-limiting pseudo- 


epithelioma which formerly was almost routinely 
diagnosed as squamous cell carcinoma. Co-ordina- 
tion of clinical and pathologic findings is needed 
to insure correct diagnosis and appropriate treat- 
ment. The typical lesion is hemispheric, something 
less than 15 mm. wide, and marked by a central 
keratin plug which is depressed at first but becomes 
elevated as the lesion grows. The lesions may be 
solitary or multiple, and may precede or follow 
other types of skin tumor. In 3 cases the authors 
have seen keratoacanthoma followed by basal cell 
epithelioma; in another case, multiple keratoacan- 
thoma appeared several years after verruca acumi- 
nata and several months after basal cell pseudoepi- 
thelioma. The cause is unknown, although there is 
evidence that a virus similar to that of molluscum 
contagiosum may be involved; chemical or actinic 
irritation may be contributory. The diagnosis can 
be established only by histopathologic examination 
of excised tissue. A solitary lesion should be ex- 
cised, since there is a possibility that it may repre- 
sent carcinoma. Multiple lesions may be treated by 
curet and cautery, after the diagnosis has been 
established by examination of an adequate patho- 
logic specimen. 
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RICHARD H. MERCER, D.O.,* Philadelphia, 
Pennsylvania 


The Norwegian physician, Folling, was the first to 
describe this condition (1934).! At that time the 
condition was called phenylpyruvic oligophrenia. 
It was Penrose? who later offered the term “phenyl- 
ketonuria,” as the condition is presently known. 

The first significant improvement in the manage- 
ment of this condition came with the institution of 
low-phenylalanine diets during the early 1950's. It 
was learned that the early initiation of the “special 
diet” in infancy could prevent the mental deficiency 
associated with phenylketonuria.? 

The following is a case history of a patient with 
phenylketonuria born in our hospital. Included in 
this paper will be a discussion of the disease entity 
as it currently is being evaluated. 


Case report 


A female infant was born 1 year ago to parents who 
already had two male children under treatment for 
phenylketonuria. 

The oldest child, now 3 years old, is mentally 
retarded. Unfortunately, the disease was not rec- 
ognized and treatment was not instituted until the 
child was 6 months of age. He is able to recognize 
his name and can walk. He_is not toilet trained, 
nor is he able to talk. fl 

The next child in this family does not appear to 
be mentally affected. His growth and development 
at age 2 are considered normal. 

The child under study at this time is 1 year old. 
She does not seem to be mentally retarded, and her 
development is considered normal. This child is 
able to vocalize a few words, attempts to walk, and 
is cognizant of strangers. She plays with blocks for 
short periods and, while her grasp does not have 
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Phenylketonuria: 


Case history and comments 


the two-finger approach as yet, she does follow and 
grasp objects with some purpose. 

The latter two children in this family were 
started on Lofenalac formula (low in phenylala- 
nine) from birth. The results seem to speak for 
themselves. 

The child born in our hospital was a fair-skinned, 
blue-eyed blonde who upon physical examination 
showed no unusual abnormalities. Phenistix tests 
of the urine were performed daily while she was in 
the hospital, and all results were negative for 
phenylketonuria. Two samples of blood were col- 
lected for phenylalanine determinations while she 
was still in the hospital. The initial sample was 
cord blood; 1 mg. per 100 cc. of phenylalanine was 
found in this sample. The second sample of blood 
was collected 24 hours after delivery, but before 
the time when the infant was fed. The specimen 
contained 5.7 mg. per 100 cc. phenylalanine. The 
normal range is considered up to 3 mg. per 100 cc. 

The child was started, as mentioned before, on a 
low phenylalanine diet (Lofenalac). She was dis- 
charged with her mother, and use of the special 
formula was continued. Periodic Phenistix deter- 
minations and blood phenylalanine tests have been 
performed during the first year of life. While this 
child and the second born to these parents present 
no evident effects of phenylketonuria, it is my 
understanding that no intelligence tests have been 
conducted on any of the three children. 


Discussion 


This case presented no problem in diagnosis, but 
a family history like this can hardly be expected to 
occur in every case. Briefly, some of the clinical 
findings commonly associated with this disease are 
as follows: 

’ At birth the child appears to be quite normal. 
The disorder is a non-sex-linked mendelian reces- 
sive trait, and it occurs less frequently among the 
Negro, Jewish, and Japanese populations than 
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among the population at large.4 The infant is 
commonly blue-eyed, blond, and fair-skinned. Be- 
tween 3 and 6 weeks of age, phenylpyruvic acid 
can be detected in the urine, which may give it a 
musty odor.5 

The child fails to develop mentally and physically 
at a normal rate. Many of these children develop 
disagreeable schizoidlike personalities.4 To date 
only three untreated patients with phenylketonuria 
have been reported with an I.Q. of 90 or more.6 
According to this author,® children with phenylke- 
tonuria may present hyperactive behavioral prob- 
lems and still have a normal intelligence. According 
to Partington,’ symptoms usually noted by the 
parents, months before any evidence of mental re- 
tardation is evident, include vomiting and irrita- 
bility which may be due to toxic effects of phenyl- 
alanine and its derivatives on the brain. 

In a study by French and his associates,’ it was 
suggested that this disease produces damage to 
developing pathways within the central nervous 
system. There is some evidence? that symptoms 
may be due to decreased oxygen utilization by 
specific intracellular elements. In any event, the 
chemical result within the liver is well established. 
The natural breakdown of phenylalanine to tyrosine 
fails to occur because there is no phenylalanine 
hydroxylase in the liver.!®11 Phenylalanine and its 
derivatives accumulate in the body tissue and are 
believed to be responsible for the mental defect.12 

The diagnosis is established by observing an 
elevation of serum phenylalanine, sometimes from 
15 to 30 times the normal value (normal is 0 to 3 
mg. per 100 cc.). The diagnosis is substantiated 
with a positive (green to bluish-green) Phenistix 
(ferric chloride) test of the urine. It is to be noted 
that the urinary test becomes positive when the 
blood phenylalanine level reaches 12 mg. per 100 
ce.3 The average person excretes about 1 gram of 
phenylpyruvic acid a day. Although the excretion 
is usually continuous, some cases have been re- 
ported in which it was intermittent. 

Penrose? has discussed the genetic aspects of the 
disease, but as yet no test has been found which 
will differentiate the genetic carriers from normal 
individuals. Heterozygous carriers of phenylpyruvic 
genes may be identified by means of phenylalanine 
tolerance tests,!5 in which 0.1 gram per kilogram 
of body weight of 1-phenylalanine is administered 
by mouth after an overnight fast, and plasma phe- 
nylalanine levels are determined 1, 2, and 4 hours 
after the test dose. Generally, heterozygous persons 
have levels twice as high as those seen in normal 
individuals. 

The management of this condition is confined 
mainly to administration of a low phenylalanine 
diet. Recent work? indicates that the first year of 
life is a crucial period, that the phenylalanine blood 
level should be maintained between 2 and 4 mg. 
per 100 cc. for best results, and that levels should 
be maintained between 2 and 6 mg. until the child 
is 3 years old. Those authorities? are very reluctant 
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to discontinue the diet completely until the child 
is of school age. They have estimated that in the 
early years of life about 18 mg. of phenylalanine 
per pound of body weight per day will maintain 
the child with the desired blood levels of 2 to 6 
mg. per 100 cc. of phenylalanine. 

Slack, Simpson, and Hsia!‘ report the following 
conclusions from cases of patients kept on low phe- 
nylalanine diets: (1) Treated children have a much 
better chance of escaping mental retardation than 
do untreated children. (2) Children whose treat- 
ment is initiated before the age of 6 months 
and in whom good biochemical control has been 
achieved have an excellent chance of escaping se- 
vere retardation and will probably fall into the 
borderline to normal range of intelligence. (3) The 
later the treatment is initiated the poorer the re- 
sults, and if treatment is not begun before the 
second birthday the child is likely to be retarded 
beyond even the trainable threshold. 

Centerwall and his associates!5 contend that con- 
tinued improvement in behavior parallels improve- 
ment in intelligence, and that mental retardation 
has been prevented thus far in children started on 
the diet before 2 months of age. These authorities 
further contend that young children whose develop- 
ment is retarded before treatment is instituted show 
a variability of response when treatment is begun. 
It is felt that normal potentials are never attained. 
Observations on physical growth show that the 
children’s heights tend to be below average but 
their weights have been in good proportion to 
their heights. It appears at this time that low phe- 
nylalanine diets may have little effect on the usual 
pattern of physical growth. 


Summary 


It has been estimated that about 1 per cent of the 
mental defectives in state institutions in the United 
States are suffering from phenylketonuria, and that 
one infant in 40,000 births can expect mental re- 
tardation from this cause, unless treatment is insti- 
tuted early.14 A blue-eyed, fair-skinned blonde in- 
fant with vomiting of unknown etiology and signs 
of unusual nervous irritability should be carefully 
evaluated. If the child is between 3 and 6 weeks 
of age, a positive Phenistix urinary test is indicative 
of phenylketonuria. Immediate therapy will prevent 
the mental retardation which would otherwise en- 
sue. 

With improved methods of diagnosis and man- 
agement, it is conceivable that complete prevention 
of this waste of mental potential can be attained. 
Alert and informed physicians are essential to make 
this a reality. 
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JOHN M. GRACE, B:S., D.O.,* Wantagh, Long 
Island, New York 


The purpose of this paper is to discuss some of the 
services to industry which can be performed by the 
osteopathic general practitioner, and to suggest 
answers to some problems he must commonly face 
in industrial practice. 

It is well at the outset to establish some defini- 
tions. First, what is a general practitioner? A useful 
working definition, published several years ago,} 
might be quoted here. It is broad, and it lends 
itself readily to explanation, qualification, and mod- 
ification. 


A general practitioner is a graduate in medicine... who, 
after a specific hospital training, is capable of assuming 
responsibility for the following areas of medical care: 

The diagnosis of all major and minor medical and surgical 
conditions (except extremely complicated and rare ones). 

The treatment of the great majority of the medical con- 
ditions diagnosed (but only the really minor surgical con- 
ditions ). 

Obstetrics to the level of uncomplicated deliveries, the 
early recognition of abnormalities and the necessarily imme- 
diate treatment of the few unpredictable but potentially 
catastrophic emergencies that may arise. 

Pediatrics to the level required for medical and surgical 
diagnosis and treatment. 

Psychiatry to a level permitting the differentiation of 
serious, potentially serious and mild psychoses and psycho- 
neuroses, and permitting treatment of the last mentioned 
by intelligent support, clarification and reassurance. 


This definition is adequate only if it is realized that 
°*Address, 1259 Wantagh Ave. 
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general practice defies categorization. Specialty 
practice is much easier to classify; its training fol- 
lows a set pattern, and its fields of operation are 
clearly defined. No such rigid formalization can 
ever apply to general practice, but a general under- 
standing of its nature is helpful. 

What is industrial medicine? As used here, the 
term implies a comprehensive program of medical 
care for persons associated with industry at work, 
play, and rest. The industrial physician studies the 
individual's total environment in all phases of liv- 
ing.2 

A more specific definition comes from Dr. Leo 
Wade, medical director of Esso Standard Oil Com- 


pany: 


The primary objectives [of industrial medicine] stated 
broadly, are to maintain, conserve, and even improve em- 
ployee health so that each employee may continue as a 
productive, self-respecting, happy worker and citizen for 
the longest possible time. To achieve this goal, the tech- 
niques of environmental and preventive medicine are of far 
greater importance than the techniques of therapeutic med- 
icine. 


These definitions call attention to the great differ- 
ence between medicine as it is usually taught and 
practiced in the community and the requirements 
of industrial medicine as it is currently organized 
and carried out. 

MacBain‘ suggests that the main deficiency in 
the training of physicians to practice industrial 
medicine is in the evaluation of physical fitness and 
ability as they relate to certain types of occupa- 
tional stress, both physical and mental. Because 
osteopathic physicians are trained to evaluate struc- 
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Because osteopathic physicians are 


trained to evaluate structural problems, 
they already have special qualifications for 
industrial medical practice. They 
should also be more receptive to training 
in specific details, such as the 
influence of particular structural 


problems on certain fields of endeavor 


tural problems, they already have special qualifica- 
tions for industrial medical practice. They should 
also be more receptive to training in specific details, 
such as the influence of particular structural prob- 
lems on certain fields of endeavor. 

At present there are no courses in industrial medi- 
cine offered to undergraduates in osteopathic col- 
leges. The undergraduate curriculum is invariably 
crowded in medical training, and it might be nec- 
essary to plan training in industrial medicine in 
postgraduate courses. Such special training, accord- 
ing to MacBain,* should cover the three fields of 
administration, prophylactic medicine, and spe- 
cialized therapeutics. 

Even without special training, the osteopathic 
physician is especially well equipped to manage 
most industrial accidents. Manipulative treatment if 
applied soon enough could prevent much suffering 
and loss of time and money. This fact is being 
demonstrated in pratice by a number of osteopathic 
physicians. 


What does an industrial physician do? 


The general statements above imply the possible 
scope of industrial medical practice. There is a 
wide individual variation, but some useful descrip- 
tions of the industrial physician’s job have been 
published. 


General duties e The industrial physician is the 
health officer for the plant, and a consultant to 
every employee. He provides emergency medical 
service for accidents and sudden illnesses, and con- 
sults with the family physician about nonoccupa- 
tional illnesses which come to his attention. 

More than this, he studies the working conditions 
in his plant. He familiarizes himself with the types 
of hazards which its working conditions may pre- 
sent, including the chemicals which are used. He 
co-operates with the industrial engineer and safety 
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personnel in making rules that will minimize these 
hazards, and consults with the plant engineers in 
correcting mechanical and physical defects in the 
plant. 

Since most illnesses in the industrial population 
come from nonoccupational causes, the industrial 
physician makes an effort to keep the employees 
free from the illnesses common to the community. 
This can be done by personal advice to the workers, 
by educational posters and bulletins, by immuniza- 
tion programs, perhaps by lectures on health-related 
subjects, or by co-operation with dietitians respon- 
sible for the menus in the plant cafeteria. A num- 
ber of other phases of preventive medicine would 
be suggested by the local situation. 

When occupational injuries do occur, the indus- 
trial physician can either carry through treatment 
himself or refer the patient to an appropriate spe- 
cialist. He maintains the status of a specialist in his 
relationship with the family physician. 


Specific duties e Some possible job analyses have 
been prepared, one of the best by a division of the 
U.S. Public Health Service.5 According to this out- 
line, the industrial physician performs the following 
services: 


1. Emergency medical care of all employees who are 
injured or become ill on the job, whatever the cause. 

2. Continued treatment of employees suffering from occu- 
pational diseases or accidents. 

3. Regular inspection of health and accident hazards in 
the shops, in cooperation with the safety department, engi- 
neering department, or other units, for the prevention of 
occupational disabilities. 

4. Annual periodic examination of all employees and 
executives with a view to helping them improve and main- 
tain health through the discovery and correction of ailments 
which.they may not be aware of but which later impair 
their health seriously. 

5. Monthly physical examination, including laboratory 
tests, of workers who are exposed to poisonous materials 
on their jobs. Workers with unusual responsibilities, such 
as cranemen and hoistmen, should be examined every 6 
months. 

6. To maintain and analyze sickness records in order to 
know how, when, and where lost time due to disability 
occurs in the plant; to tabulate these records monthly, 
according to cause, nature, and duration of disabilities, and 
department or occupation of the patient. 

7. To cooperate with the personnel department, employ- 
ment office, or other responsible unit, in the proper job- 
placement of new workers, through the pre-placement ex- 
amination and at the same time to give new workers the 
guidance mentioned in No. 4 above. 

8. To make sure that employees returning to work after 
an absence due to illness or injury are capable of working 
safely and efficiently. 

9. To promote and take part in a health education pro- 
gram for employees and their families. ; 

10. To make detailed plans for handling large numbers 
of seriously injured workers in the event of disaster, such 
as an explosion, fire, air raid, or other enemy action. Plans 
should include: 

a. Transportation and first aid care of the injured. 

b. Transferral of the seriously injured to hospital where 
operating rooms, blood plasma and blood donors are avail- 
able. 

c. Coordination of these plans with the safety department, 
guards, police, road patrols, and fire department. 


1l. To cooperate with and if desirable supervise all other 
services in the plant which relate to the health of the 
workers, such as the food service, the welfare service, safety 
program, and recreation committee. 


The industrial physician should train first aid 
men and women in each area of the plant. As is 
well known, great harm can be done if the wrong 
thing is done immediately after an accident or ill- 
ness; for example, infection can easily be induced 
in an otherwise clean wound, or shock can be 
worsened by improper handling of the patient. The 
physician appoints and trains key people to meet 
such emergencies.§ 

A more concise description of the industrial phy- 
sician’s concerns is as follows:7 


1. The prevention of disease or injury in industry by the 
establishment of proper control over working conditions. 

2. The restoration to health and earning capacity as 
promptly as possible after industrial injury or disease. 

3. The conservation of the health of workmen through 
physical supervision and education. 


Part-time programs e There are doubtless many 
situations in which an alert osteopathic physician 
can serve as a part-time plant physician. McKenna® 
indicates that by devoting even an hour a week to 
such practice, a valuable contribution to the com- 
munity can be made, and a sizable addition to the 
physician’s income can be realized. Direct care of 
patients with compensable injuries would provide 
a part of this advantage, and another part would 
come from the development of private practice 
through contacts made with company employees. 

An interesting article on this subject recently 
appeared in Medical Economics; many practical 
details for starting and running a part-time indus- 
trial practice are given.9 


What are some current general problems? 


The concept of industrial medicine as a specialty 
has undergone considerable change in recent years. 
From concern with the circumscribed field of in- 
dustrial accidents, to responsibility for many phases 
of employee health, was a very gradual process of 
transition. Industry was slow to accept the respon- 
sibilities defined by the compulsory workmen’s 
compensation laws with any enthusiasm, but gradu- 
ally the advantages of having employees free from 
industrial hazards and at a better level of general 
health became more widely recognized. 

Not all the difficulties are resolved yet, however. 
A few important phases of these general problems 
should be discussed here. 


Interpersonal relationships e The same high 
standards of ethics apply to the physician-patient 
relationship in industrial medicine as in private 
practice. One facet of this is that the employee’s 
medical record should be kept confidential. The 
physician will never be a party to using the record 
as a cause for dismissal if findings do not justify it; 
nor must he allow the record to be used for altering 
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the employment status in any other way.5 

Supervisors and foremen usually know their 
workmen well, have friendly relationships with 
them, and may be first to notice when a man’s 
work is under par or when he needs some medical 
attention. The doctor must gain their confidence 
and co-operation if he is to do his job properly. They 
are key men for seeing that the physician’s instruc- 
tions are carried out during working hours, both in 
therapeutic and in preventive health measures. 

The relationship of the industrial physician to 
other practitioners is somewhat problematic, espe- 
cially as it involves the family doctor. There are 
many variables, especially if the industrial physi- 
cian works part time at private practice. 

There are a number of ways to solve the dilem- 
ma, as suggested by Beckwith! One way is for 
the company doctor to care for patients having 
illness or injury incident to occupation, while the 
family doctor cares for those with non-work-related 
illnesses (except for emergency treatment given 
when the patient is taken sick on the job). Another 
way is for the family doctor to take over any case 
in which the patient requires home care, while the 
company doctor looks after ambulatory patients. 
Still another way is for the industrial physician to 
be considered strictly as a specialist, dealing only 
with work-connected disabilities. As much as is 
reasonably possible, regardless of the division of 
services, the patient should be allowed free choice 
of physician. 


Workmen’s compensation e Compensation and 
health, accident, disability, and medical insurance, 
once considered merely “fringe benefits,” are now 
accepted by industry as part of the cost of plant 
operation. This is a result of the interest shown in 
the worker by labor (through its unions), manage- 
ment (both by choice and compulsion), and gov- 
ernment (by such measures as workmen’s compen- 
sation legislation). 

Workmen’s compensation is designed to provide 
a means of livelihood for workers during periods of 
disability from occupational illness or injury, and to 
offset the loss of future earning capacity (based on 
past experience of the individual) of a person per- 
manently impaired by such illnesses or injuries. 
There is great variation among the states on the 
laws covering compensation to workers; in some 
states there is very little legal remedy for the 
worker, and probably in no state is coverage com- 
pletely adequate. On the other hand, widespread 
abuses of the system have invited charges of “creep- 
ing socialism” to the program. There is no reason 
why industry should be required to pay for condi- 
tions not even remotely related to a man’s job, just 
because there is no other place to get needed funds. 
Industry thus becomes a whipping boy for an in- 
adequate social system. 


Environmental control e Time lost from work, 
permanent impairment, and mortality and morbid- 


197 


‘BS 
on 
au 
i 
1 


ity of occupational origin are at an all-time low per 
unit produced. Many old problems are controlled, 
and new problems are anticipated and minimized. 
The expert is being called more and more often 
during the planning stages, so that any hazards 
connected with a new product or process can be 
considered. There is often great economic advan- 
tage in this advance consultation. Materials or pro- 
cedures can be altered to avoid toxic hazards of 
intolerable scope. 

Nuisance problems also receive the attention of 
the plant physician. Dust, gas, smoke, fumes, and 
vapors can be a problem not only to workers in the 
plant, but to the community as a whole. In some 
manufacturing processes these things indicate some 
inefficiency, so that their elimination would provide 
a multiple advantage." 

Current developments in chemistry and physics 
have multiplied products and by-products almost 
beyond comprehension. With each comes the dan- 
gers to employees of toxicity in the basic compo- 
nents, the by-products, and the production methods, 
and related dangers to the customers and to the 
community as a whole. Notable in this respect are 
the insecticides, the solvents (such as the hydro- 
carbon derivatives, as in the rubber and synthetic 


rubber industries), and the radioactive materials.,; 


Geiger counters are rapidly becoming standard 
equipment for hygienists. The first instance of ra- 
dium poisoning provided dramatic news 30 years 
ago, when a number of women who had been em- 
ployed to paint luminous watch dials were taken 
ill. Hazards have been multiplied many times since 
then, by the vast development of the atomic energy 
industry. Although extraordinary safety measures 
have been taken at major Atomic Energy Commis- 
sion installations, there is a growing danger from 
increasing use of radioactive isotopes in industrial 
plants, laboratories, and hospitals. The industrial 
physician must know the permissible levels of ra- 
diation exposure set by government agencies and 
see that dosage is maintained below that level.12 

Environmental control cannot preclude the possi- 
bility of accidents in certain high-risk fields. Per- 
sons with particular occupational danger are aerial- 
ists, automobile racers, experimental test pilots, 
caisson workers under high atmospheric pressure, 
steeple jacks, and flagpole workers. 

Safety and health are inseparable parts of the 
occupational health program. Part of the formal 
attention that industry gives to these matters con- 
cerns insurance. Large companies provide their 
own insurance, and smaller concerns buy through 
competent insurance carriers to provide health and 
accident policies for their workers. The industrial 
physician may be called upon to advise in this field 
as well. 


What are some common clinical problems? 


The general practitioner in industry can expect 
many familiar types of problems, such as anxiety 
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Burns e If burns are severe, the physician should 


reactions, contusions, sprains, and cuts; in this there 
will be no difference from his usual practice. There 
are also a number of surgical problems where he 
will be the first to see and treat the victim. 

It should be mentioned that the first attending 
physician is responsible for establishing the com- 
pensability of the injury through an adequate his- 
tory, correct diagnosis, and proper choice of treat- 
ment.!3 These facets of diagnosis and treatment 
also may determine whether the patient will make 
a quick recovery and have a minimum of permanent 
disability. His is the most important evidence from 
a medicolegal point of view; so his job must be 
carefully done and painstakingly documented. 


Injuries e O’Reilly!* has suggested the following 
procedure to be followed before treating any injury 
(industrial or otherwise ), especially of an extremity: 

1. A detailed case history should be formulated 
from the patient’s account of the injury. It should 
include all particulars that might provide insight 
into the nature of injury, extent of damage, presence 
of foreign matter, or evidence of other pathologic 
states (such as diabetes or syphilis) which might 
complicate treatment. 

2. The injured part should be examined specif- 
ically in terms of anatomy and function. Informa- 
tion on extent of damage and loss of function as 
seen in gross fashion can assist in synthesizing the 
approach to possible operative treatment. Any 
wound should be considered presumptive evidence 
that all deeper structures in the region are severed, 
until their anatomic continuity is confirmed by 
clinical examination (with due regard to possible 
errors) or operation. 

3. Various tests of function should be used to de- 
termine damage to tendons, loss of sensory acuity, 
or bone displacement. A consultant should be called 
if it is deemed necessary. 

A decision must now be made whether to operate, 
wait, treat, or refer the case. Such a simple surgical 
procedure as suturing may be done by the general 
practitioner; otherwise a surgeon should be called. 
This is especially crucial in treatment of hands or 
feet. The patient’s livelihood may well depend upon 
successful repair of a single finger or tendon or on 
mobility in a single joint. The general practitioner 
cannot afford to jeopardize a patient’s economic 
future by injudicious operation. It is far wiser to 
refer the patient immediately to an orthopedic sur- 
geon. 

It is also generally true that reparative operations 
should not be done in the doctor’s office, unless 
facilities can be considered comparable to those 
found in the surgeries of major hospitals. Assurance 
of a most favorable prognosis should not be sacri- 
ficed to convenience. 

Postoperative care can usually be handled ade- 
quately by the general practitioner. 


treat the patient first, and then the burns. Proper 


physiologic treatment consists of (1) proper and 
adequate sedation, (2) maintenance of protein 
levels, (3) prevention of infection, (4) infusions 
of plasma, whole blood, and fluids, and (5) avoid- 
ance of hepatic, renal, and pulmonary complica- 
tions. After these matters are attended to, the 
burned areas can be treated. 

Burned areas must be given aseptic treatment 
commensurate with their severity, because they are 
easily contaminated and cause great difficulty if 
infected. Much low-level success is attributable to 
failure to comply with the principles of surgical 
technic, and function is only partially salvaged 
thereby. 

There are two radically differing methods for 
treating burned areas. One is the closed method, 
by which the involved areas are treated and then 
bandaged for protection and asepsis. The other is 
the open method, in which the burn is allowed to 
drain freely, scab normally, and in general “let 
nature take its course.” The latter method is proba- 
bly preferable. With either method, medical care of 
the patient must continue in order to prevent sec- 
ondary complications. 

Chemical debridement of burned tissue has been 
found to reduce the time needed for treatment of 
burns and to lessen the dangers of infection and 
structural complications. 


Abdominal trauma e Frequently there are no 
external manifestations of abdominal injuries. Lack 
of classical signs and symptoms does not preclude 
the presence of irritants in the abdomen, nor does 
it relieve the physician of responsibility for deter- 
mining the true extent of injury. If there is any 
doubt, a surgeon should be called in consultation. 
If one is to err, it is better to err on the safe side. 

Any trauma of sufficient force could rupture an 
underlying viscus and liberate irritants into the 
abdominal cavity. After sudden direct or indirect 


“Health is a state of complete physical, 
mental, and social well being and 
not merely the absence of disease or 
infirmities.” . . . The responsibility 

of physicians to recognize these ideals 

is well illustrated in industrial 
medicine. ... We must meet our duties 
squarely at every step along 


the way of progress 
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trauma, there is generally a period of profound 
prostration and depression, when all muscular ac- 
tivity is suppressed. There may be no signs of peri- 
tonitis until the patient recovers from shock. If this 
period is prolonged, bacterial peritonitis can de- 
velop and cause death from infection unless opera- 
tive repair is undertaken without delay. It is there- 
fore wise to consult with a surgeon in any case 
where there is the slightest doubt. 


Drug administration e Something must be said 
to discourage complacent, careless, indiscriminate 
use of wonder drugs. This caution applies to tetanus 
antitoxin, the sulfas, penicillin and its derivatives, 
and all other chemical and antibiotic preparations. 
These agents are two-edged swords. Between the 
definite indications and definite contraindications 
for their use, there is a broad area where good 
judgment and experience must be the guide. How- 
ever, one must always remember the potential of 
mishap and sensitivity; these things must not be 
taken lightly. Again, it is better to err on the safe 
side: As a rule, when in doubt, don’t. 


What is the general responsibility 
of the profession to industry? 


The preamble to the Constitution of the World 
Health Organization states a basic fundamental of 
sociomedical philosophy.!5 One part of it says, 
“Health is a state of complete physical, mental, and 
social well being and not merely the absence of 
disease or infirmities.” Further, it says that “the 
enjoyment of the highest attainable standard of 
health is one of the fundamental rights of every 
human being without distinction of race, religion, 
political belief, economic or social conditions.” 

The responsibility of physicians to recognize 
these ideals is especially well illustrated in indus- 
trial medicine. The profession must become more 
aware of the nature of social and industrial changes 
that have taken place and the consequent change 
in the practice of industrial medicine. Its educa- 
tional institutions must adapt its programs to the 
changing needs of the public to be served by its 
graduates. 

The particular contribution of the osteopathic 
profession can be deduced not only from an under- 
standing of its special skills, but also from its basic 
principle of service to humanity. We must meet our 
duties squarely at every step along the way of 
progress and constantly reorient ourselves to meet 
the new and continually increasing requirements of 
our times. 

In March 1958 was held a President’s Conference 
on Occupational Safety, at which our profession 
was represented. Among the recommendations that 
were submitted to the President by the conferees 
were these, which were also submitted for consid- 
eration to our .own profession:16 


1. That the proper placement of workers be assured by 
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adequate consideration of physical and emotional abilities 
and limitations. The same factors should be reconsidered at 
appropriate intervals throughout the worker's employment 
to ensure safe and effective work performance. 

2. That dispensary services be used not only to provide 
emergency treatment of injury and illness, but also to 
provide health and safety education, personal guidance of 
the employee, the early detection of defects in the working 
environment or equipment, the early recognition of dis- 
turbed workers and the evaluation of employee attitude 
and morale. 

3. That plant inspection tours by medical and _ allied 
professional personnel be conducted at regularly scheduled 
intervals so as to stimulate line management in the mainte- 
nance of safe and healthful working conditions and to 
instill confidence in the workers. 

4. That medical personnel participate in plant health and 
safety committees, particularly in the review of accidents. 
Such participation should provide opportunities for the 
exchange of information which would contribute to im- 
proved safety record for the future. 

5. That managements of both small and large plants 
secure competent medical personnel prepared to cooperate 
in the kind of program outlined above. 


Other recommendations which came from various 
workshops in the Conference included the following 
general statements: 


There is a great need for increased organized research 
dealing with human motivation in relation to safe behavior. 
... Off-the-job safety should be made an integral part of 
the occupational safety program. .. . Science, industry, labor, 
insurance, and all levels of government must cooperate in 
order to control injuries from radiation. There must be a 
continual exchange of information in this rapidly developing 
field. Adequate exploitation of the benefits of atomic energy 
and radiation uses requires continuance and extension of 
the basic safety philosophy of developing guides through 
individual effort and initiative, not through compulsion. 


One more recommendation might be added to 
these, especially applicable to our own profession: 
That osteopathic colleges establish departments of 
industrial medicine, or at least offer courses in 
industrial medicine. The osteopathic physician of 
the present and the future will be increasingly 
involved in industrial medicine in both its preven- 
tive and its therapeutic aspects. There is no better 
place for him to gain a working familiarity with the 
field than in his own college.!7 


Summary 


Industrial medicine is concerned with the thousand 
and one problems peculiar to a manufacturing en- 
vironment:!§ industrial poisons and dust, ventila- 
tion, temperature, humidity, light, noise, nuisances, 
cleanliness, overcrowding, rest periods, and fatigue. 

One way to classify the health hazards in indus- 
try is to divide them into four groups: chemical, 
biologic, physical, and radiant. Some 1,500 chemi- 


cal hazards are presently catalogued besides those 
that cause dermatoses. Any one of them—liquid, 
solid, or gas—could cause illness if allowed to 
escape into the workroom. 

Biologic hazards include such infections as tuber- 
culosis, pneumonia, anthrax, and such respiratory 
disorders as the pneumoconioses. Physical hazards 
are extremely important; they include accidents 
caused by machinery and the physiologic effects 
of exposure to high or low temperatures, humidity, 
defective illumination, noise, and repeated motion. 
The problems of radiation will increase propor- 
tionately as use of radioactive isotopes increases in 
industry. 

To summarize the present state of affairs and 
possible goals, a statement presented as part of the 
President's Conference on Occupational Safety will 
be slightly paraphrased: 

Medical personnel are dedicated to the preven- 
tion and treatment of injury or disease regardless 
of the cause. One of the major causes of disability 
and death is accidental injury. As in other fields 
of medicine, far more time and energy have been 
expended by medical people in the repair of the 
victims than in the prevention of the need for such 
repairs. 

This paper has tried to emphasize the urgent 
need for increased attention to the preventive 
medical aspects, especially as they relate to the 
osteopathic general practitioner. 
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An approach to 


urologic anesthesia 


MORRIS L. STEIN, D.O,.* Philadelphia, Penn- 
sylvania 


During the past 2 decades many new anesthetic 
compounds have been placed at the disposal of the 
physician, as have new and revised methods for 
administration of these newer agents and their 
predecessors. In fact, so many complexities have 
arisen that there are physicians among us whose 
entire professional life is spent in this field. In view 
of this rapid progress, it is not surprising that many 
doctors who devote most of their talents to another 
specialty are not keenly aware of some of the pit- 
falls and dangers of many of our anesthestic agents 
and procedures. 

With longer use and wider application, additional 
hazards become evident in many compounds and 
methods of administration. We must constantly re- 
appraise the entire field of ‘anesthesia if we are to 
offer our patients the greatest relief with maximum 
safety. 

Anesthesia today more than ever is striving for 
patient comfort during surgical operations. The 
patient expects that comfort will be safely provided 
and, at the same time, the surgeon demands that 
his need for ideal operating conditions also be met. 
A poorly conducted anesthesia will obviously impose 
departures from safety, comfort, or surgical con- 
venience, and physiologic processes will be grossly 
insulted. It is indeed fortunate that the human body 
will so often recover, in spite of rather than because 
of operation and anesthesia. 

In the average properly conducted anesthesia, 
we must ask ourselves: Is there serious physiologic 
trespass? In 1938, Beecher! suggested that anes- 
thesia is probably akin to sleep; that anesthesia is 
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not a grossly abnormal condition; and that it is not 
a state akin to shock or death. Today, however, 
there is evidence that every time we administer an 
anesthetic (no matter how trivial the intended op- 
eration is to be) we trespass upon body physiology. 
Normal homeostasis is disturbed; renal function is 
suppressed; hepatic blood flow is reduced; and 
cerebral function, especially in the geriatric patient, 
may be altered for hours or days. In addition, im- 
portant autonomic reflexes are depressed or dan- 
gerously activated; secretory glands are overly ac- 
tive; and cardiac reserve is tested. 

One must continually emphasize the “physiologic 
trespass” which occurs even with proper anesthetic 
administration, in order that complacency does not 
promote another evil, “the trespass of common 
sense.” We too often accede to the surgical “dream 
universal” of relaxation as seen only in the fresh 
corpse. We underventilate in order to provide the 
quiet “nonpushing” abdomen, or to prevent the 
lungs from billowing from the open chest. Too often 
the blood pressure is regarded with a variety of 
opinions: If low, it helps to reduce surgical bleed- 
ing. If too low (and this isso variable), a vaso- 
pressor will often skyrocket the blood pressure to 
dizzy cerebral hemorrhagic levels. If it is high, we 
can use more depressant drugs. If it is too high, 
there is always available a host of antihyperten- 
sive drugs. These physiologic trespasses, while rela- 
tive, stem from a breach of common sense. 

The poor and the good surgeon have nearly the 
same mortality rate; but the poor surgeon has a 
much greater morbidity rate. What should entice 
everyone performing surgery and giving anes- 
thetics is not the physiologic trespass with which 
we barely avoid trouble, but a reduction in the 
morbidity in the major group of patients who 
thrive despite our efforts, and a saving of lives in 
the minority group who die or barely survive, de- 
pendent upon our surgical or anesthesiologic skills. 

For instance, let me discuss for a moment the 
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trespass to circulation.2 If we administer an anes- 
thetic with a resultant stable blood pressure, some 
adduce a skillful technic and the use of trouble-free 
agents. This is often not so! Blood pressure record- 
ings can seldom be taken as often as required to 
note changes. The anesthetist is often too busy per- 
forming an intubation, applying a mask, adjusting 
the apparatus for intravenous feedings, fastening 
drapes, and carrying out a host of other chores, to 
note these deviations. When the blood pressure is 
then taken, body homeostasis has often compen- 
sated for smaller derangements, and a low pressure 
may have been restored to an artificially “normal” 
blood pressure. 

Even if we routinely employed continuous intra- 
arterial recordings, we would see reflected only a 
small facet of the whole problem. Blood pressure 
can remain relatively constant with the peripheral 
resistance constant and the pulse slow, or with the 
peripheral resistance decreased and the pulse in- 
creased, both dependent upon cardiac output; or 
output can vary and, by compensation of heart 
rate and resistance, the pressure can again remain 
constant. 

Hence, a “normal” blood pressure is little evi- 
dence that a serious trespass to circulation has not 
occurred. This is important, because we are never 
certain when the plunger of a syringe is pushed or 
the knob of an anesthetic machine is turned 
whether we might be dealing with a member of 
that group whose life depends upon such knowl- 
edge. We do know that geriatric patients, pediatric 
patients, those patients debilitated by weight loss, 
hepatic, cardiac, renal, or cerebral disease, the 
overly premedicated patient, and the one with de- 
pleted blood volumes or electrolytic imbalance, will 
all be likely candidates for physiologic aberrations 
which approach pathologic concern, even when 
careful anesthesia is obtained. We must realize that 
Pentothal sodium produces more than just sleep; 
that curare, ether, and cyclopropane do more than 
just “relax” the patient. These drugs are also poi- 
sons! It says so on the bottles. 

It is for these reasons that I wish to review some 
of the more common errors and misconceptions 
that seem to be prevalent among physicians con- 
cerning anesthetic agents and procedures, particu- 
larly as used in urology. 


Local anesthesia 


Various agents e The most commonly used local 
anesthetic agents?4 are procaine, tetracaine (Pon- 
tocaine), lidocaine (Xylocaine), and cocaine. These 
agents are used both for nerve blocks and, except 
for procaine, topically. When used for nerve blocks, 
procaine is used in a 1 per cent concentration con- 
taining 10 mg. per cc. The average safe quantity 
is 70 cc. or 700 mg. I never exceed 1,000 mg. (or 
100 cc. of a 1 per cent concentration). 

Tetracaine (Pontocaine) has the following ad- 
vantages: (1) Duration of action is 5 to 6 hours; 
(2) prolonged postoperative analgesia is produced, 
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thereby reducing the need for opiates; (3) dilute 
solutions of tetracaine produce very little vasodila- 
tation in the area of injection, whereas procaine 
has the opposite effect; and (4) there are fewer 
minor reactions such as blood pressure drops, in- 
creased pulse rates, and nervous excitation, which 
reactions are much more common with procaine. 

Tetracaine is seven times as toxic as procaine, 
but it is used in concentrations of one tenth those 
of procaine; thus we have an anesthetic index of 
seven tenths. Tetracaine is used in concentrations 
of 0.1 per cent or 1 mg. per cc., with an average 
total safe dose of 125 mg. The maximum safe dose 
is 200 mg. or, stated in another fashion, 1 mg. per 
pound of body weight, not exceeding 200 mg. Solu- 
tions of tetracaine greater than 0.25 per cent con- 
centration should never be used, even if the volume 
is small, such as 5 cc. 

Milligram for milligram, the toxicity of lidocaine 
(Xylocaine) is greater than that of procaine. Its 
efficiency is greater, and its anesthetic index is 
higher.5 Lidocaine is usually used in concentrations 
of 0.5 to 2.0 per cent for injection and up to 4.0 
per cent for topical anesthesia. The maximum safe 
dose is 500 mg., or 50 cc. of a 1.0 per cent solution. 

Effects of any of these agents may be prolonged 
by as much as 100 per cent by the use of epi- 
nephrine (Adrenalin) in concentrations of 1:50,000. 
In this concentration, to avoid epinephrine reac- 
tions, I never use more than 20 cc. (or 40 cc. of 
1:100,000 concentration). 


Toxic reactions e The toxic effects of these drugs 
may be divided into local toxicity, which deals with 
the reaction of the tissue at the site of the injec- 
tion, and with which we are not concerned at the 
present; and systemic toxicity, which concerns us 
greatly. The systemic toxic reactions are those 
which occur following injection; these are due 
either to a high blood level concentration or to a 
true allergy. 

The allergic reactions will produce angioneurotic 
edema, wheals, itching, hypotension, or asthmatic 
breathing. The treatment is to increase blood pres- 
sure by giving oxygen and 10 to 15 mg. of ephed- 
rine sulfate intravenously; antipruritic drugs, such 
as calcium gluconate, intravenously; 7% grains of 
aminophylline slowly, intravenously; and antihista- 
mines, such as diphenyhydramine (Benadryl), also 
intravenously. 

With the high blood level concentrations, there 
are two types of reaction: delayed and immediate. 
The delayed reaction occurs 15 to 30 minutes after 
injection, and is the most frequent type. The symp- 
toms are of several types: (1) mental, including 
drowsiness, incoherent speech, dullness, and coma; 
(2) cardiovascular, shown by poor pulse quality, 


‘irregular pulse, blood pressure drop, pallor, clammy 


skin, perspiration, and even cardiac arrest; (3) 
respiratory, including depressed respiration with 
shallow breathing, a sighing dyspnea, and apnea or 
periods of apnea; and (4) those of the central 
nervous system, caused by cerebral stimulation and 


There is evidence that every time 


we administer an anesthetic (no matter 
how trivial the intended operation 
is to be) we trespass upon body 
physiology. One must continually emphasize 
the “physiologic trespass” to avoid 


“the trespass of common sense” 


manifested by twitching of the small muscles of 
the face or extremities to generalized severe con- 
vulsions. 

The treatment of this type of reaction is as fol- 
lows: Oxygen is given to relieve the mental confu- 
sion, and to raise blood pressure and prevent car- 
diac arrhythmias. Ephedrine is used in doses of 10 
to 15 mg. intravenously every 3 minutes until blood 
pressure is stabilized. For respiratory failure the 
airway must be cleared, vomitus aspirated, and 
artificial respiration with oxygen begun, along with 
endotracheal intubation if necessary. For convul- 
sions, 50 to 100 mg. of Pentothal sodium are given 
intravenously, and repeated if necessary. 

These reactions are the typical ones. Tetracaine 
(Pontocaine) is somewhat atypical, in that the 
signs of high blood level toxicity are usually re- 
spiratory, with drowsiness, shallow breathing, and 
dyspnea present. Cardiovascular changes are not 
usually marked, and such cerebral symptoms as 
convulsions are very late or absent entirely. With 
lidocaine (Xylocaine), Moore?‘ states that the typi- 
cal reaction is found in most instances: 


Nevertheless, sometimes reaction to xylocaine may not be 
signalled by cerebral stimulation. When doses greater than 
0.5 grams are employed, central depression without any 
other signs or symptoms of toxic reaction may be noted. 
These patients will.not respond to questioning and appear 
to be in the first plane of surgical anesthesia. Their course 
during this is usually uneventful: blood pressure, pulse and 
respiration remain unchanged, and in about one half to 
three fourths of an hour they regain consciousness. 


The immediate reaction, in comparison to the 
delayed, starts in a few seconds to a.few minutes 
after the use of the drugs involved, and the signs 
are a sudden and severe collapse of circulation and 
respiration. These cases are luckily infrequent; 
however, the treatment is usually unsuccessful. 
Rapid resuscitative measures are necessary. We 
must not overlook here the possibility of cardiac 
arrest and its treatment. 

Many times the reaction will be to a vasocon- 
strictor, when one is used. In this instance, one 
must differentiate this reaction from that of the 
anesthetic agent. The signs and symptoms of a re- 
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action to the vasoconstricting drug often resemble 
the early states of a toxic reaction to a local anes- 
thetic. However, palpitation with or without severe 
intolerable headache is almost pathognomonic of a 
high blood level of a vasoconstrictor drug. 
Treatment consists of administering oxygen 
and/or intravenous Pentothal sodium to reduce the 
blood pressure. Barbiturates are administered only 
for convulsions resulting from a toxic reaction to an 
overdose of anesthetic agent and for the severe 
hypertension associated with vasoconstrictors, and 
then only in small amounts. Analeptics, such as 
pentylenetetrazol (Metrazol) picrotoxin, and nike- 
thamide (Coramine) have no place in the treat- 
ment of any of the aforementioned conditions, and 
I mention them only to condemn their use. 


Antihistamines as anesthetics e Since fatal re- 
actions to local anesthetics have been reported 
rather frequently, there has resulted a search for 
a safe, effective, nontoxic, and nonsensitizing agent. 
The numerous topical medications on the market 
bear witness to this. In recent literature, quite a 
few articles have described the anesthetic qualities 
of one of the antihistamines, the anesthetic quali- 
ties of which have been known since 1939. This 
agent is tripelennamine hydrochloride, better known 
as Pyribenzamine or PBZ. 

Wolfé described his experiences with this agent 
in 250 random cases, encompassing all phases of 
urologic office procedures, including 105 instances 
of cystoscopy, urethral dilatation, removal of for- 
eign bodies from the bladder, and litholapaxy. The 
percentage of males to females was approximately 
50 per cent. The only anesthetic agent used was 
Pyribenzamine, either as the jelly or as a 2 per 
cent solution. Use of the jelly was soon abandoned, 
however, because of moderate burning on instilla- 
tion. In males, the technic was comprised of the 
instillation of 10 cc. of the solution into the penis 
and retaining it for 5 minutes by use of a penis 
clamp. In females, an applicator soaked with solu- 
tion was inserted for the same period. 

There were no untoward feactions or allergic 
phenomena observed in any of the patients. There 
was no waning of effect for at least 10 minutes. 
Many patients in this series had had previous in- 
strumentations performed after local application of 
one of the “caine” derivatives; Wolfé states, “Com- 
paring effects, PBZ was at least as effective as any 
previous medication used, if not more so.” In order 
to evaluate the effectiveness more thoroughly, the 
author had a #28 French Van Buren sound passed 
on himself, and states: 


Discounting the hypersensitivity due to the subiect’s (the 
author’s) apprehension, almost complete anesthesia was 
produced. The only painful sensation was a minimal amount 
of pressure felt in the perineum and rectum, as the sound 
passed through what was judged to be the membranous 
urethra. Withdrawal of the sound was not felt at all, and 
on voiding shortly thereafter, the passage of urine was not 
even felt. So complete was the anesthesia that micturition 
was noticed only by seeing the urine pass. 
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Anesthesia for prostatic operations 


The procedure second most commonly performed 
by the urologist, next to cystoscopic instrumenta- 
tion, is prostatectomy. Because of slower aging of 
our population, it is likely that in future years the 
incidence of these operations will increase. 

Patients with prostatic obstruction present many 
problems to the surgeon and anesthetist. These fall 
into two main groups: complications of the disease 
itself, such as infection and impaired renal func- 
tion; and those general complications seen in any 
older age group, including hypertension, hyperten- 
sive-arteriosclerotic heart disease, coronary and 
cerebral arteriosclerosis, and chronic bronchitis. 
The anesthetic requirements for such a group of 
patients, few of whom do not have associated car- 
diovascular or respiratory disease, are indeed exact- 
ing. The ideal anesthetic technic that will produce 
light anesthesia, complete relaxation, and a dry 
field without hypotension, has yet to be found. 
Light anesthesia is important; these patients must 
be able to drink shortly after operation to maintain 
their fluid intake, and to be able to cough and move 
about, to diminish the risk of pulmonary embolism 
and chest complications to which they are particu- 
larly prone. Excessive bleeding at operation is 
dangerous; these patients withstand blood loss 
poorly, and it prolongs operating time. 


General anesthesia e The principal disadvantage 
of general anesthesia is that it does nothing to 
minimize bleeding at operation. The swing toward 
hypotensive technics in recent times has probably 
been the direct result of the uncontrollable ooze of 
the present-day nitrous oxide-oxygen-relaxant tech- 
nic. 

There has from time to time been a good deal of 
discussion as to the correct anesthetic management 
of patients with chronic bronchitis and emphysema, 
a very commonly associated disease in the prostatec- 
tomy patient. The physiologic basis of positive 
pressure therapy in emphysema is well known, and 
it might be thought, therefore, that controlled res- 


What should entice everyone performing 
surgery and giving anesthetics is 
not the physiologic trespass with 
which we barely avoid trouble, but a 
reduction in the morbidity in the 
major group of patients who 


thrive despite our efforts 


piration would be the best method for dealing with 
these subjects undergoing major operations. This is 
not quite so. Intermittent or continuous positive 
pressure is used therapeutically in a conscious pa- 
tient whose full cooperation can be obtained. Con- 
ditions are very different in a fully curarized patient 
undergoing a surgical procedure, when complicat- 
ing factors such as blood loss enter the picture. 
Controlled respiration reverses normal pressure con- 
ditions in the thorax, and venous return may be 
reduced during positive-pressure inspiration. To 
overcome this, a rise in venous pressure occurs, 
brought about by peripheral vasoconstriction—a 
compensatory mechanism to keep the cardiac out- 
put from falling. This rise in venous pressure results 
in increased capillary and venous hemorrhage, often 
with degrees of shock out of all proportion to the 
blood loss.7 

Considerable improvement can be made in the 
operating field by the use of general anesthesia 
combined with one of the technics for induced 
hypotension. However, much evidence is now avail- 
able to show that hypotensive technics are poten- 
tilly dangerous and should never be used in the 
absence of specific and urgent indications or for 
the convenience of the surgeon. The use of these 
technics in prostatectomy patients, who are likely 
to have coronary and cerebral arteriosclerosis, 
would therefore seem to be quite unjustified.§ 

Various authors,9-!! reporting on a rather large 
number of prostatectomies, show a 5 to 7 per cent 
mortality in this operation, with the greatest cause 
of death being pulmonary embolism. Bedford!2 
analyzed 251 cases of geriatric patients who had 
undergone this operation under general anesthesia; 
he found that 7 per cent of these patients could be 
shown to have suffered some degree of cerebral 
damage. He shows clearly in these case records 
what a vital part drops in bloed pressure play in 
development’ of cerebral damage after operation. 

Burstein!’ reported on the significance of heart 
disease in operations on the prostate gland. In this 
series of 232 patients, all performed with the pa- 
tients under ether and oxygen, four criteria for the 
presence of heart disease were investigated: evi- 
dence of congestive heart failure, x-ray evidence 
of cardiac hypertrophy, abnormal electrocardio- 
graphic findings, and hypertension. The surgical 
mortality was 7.3 per cent in noncardiac cases, 
18.5 per cent in the total series, and 38.7 per cent 
in patients presenting three of the four criteria 
for cardiovascular disease. Analysis of electrocardio- 
graphic findings indicated that signs of healed myo- 
cardial infarction should be considered a definitely 
unfavorable sign. 

It has been clearly shown that the coronary blood 
flow is more closely related to the metabolic de- 


* mands of the heart than to the arterial blood pres- 


sure,!4 so that the lowered blood pressure, in point 
of fact, eases the strain on the coronary blood flow. 
In addition, a lowering of blood pressure some- 
what increases the tidal volume in patients with 
emphysema and bronchitis.15 
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Spinal anesthesia e This is a very useful and a 
very safe anesthetic method for use with prosta- 
tectomy, but it has often been abused and has been 
the victim of much misunderstanding among physi- 
cians, anesthetists, and the laity. I should like to 
clear up a few popular misconceptions. Spinal 
anesthesia, properly used: (1) does not cause sud- 
den and unexplained death; (2) does not cause 
permanent paralysis; (3) does not cause prolonged 
backache; and (4) does not cause headache of 
more than a few days’ duration. However, neither 
does it prevent any of these occurrences. 

As with all “blanket statements” in medicine, 
there are exceptions. Most of the exceptions have 
been caused through major and inexcusable errors 
of technic, which leads us to a list of axioms for 
spinal anesthesia that should never be violated: 

1. No ampule of a drug intended for intrathecal 
use should be sterilized in a liquid bath of any 
kind. These ampules must be autoclaved. 

2. No physician should ever administer a spinal 
anesthetic who has not been adequately trained 
in its use. This is open invitation to disaster. 

3. A spinal anesthetic should never be admin- 
istered unless a trained anesthesiologist is at the 
head of the table in constant attendance. Violation 
of this rule has been responsible for most of the 
tragedies that have occurred with spinal anesthesia. 

4, Each drug used for spinal anesthesia has its 
own peculiarities of behavior. The physician should 
become thoroughly familiar with the vagaries of 
one drug and then stick to it. 

5. The blood pressure must be checked every 1 
minute for the first 5 minutes and frequently there- 
after. The first 5 minutes are crucial, and momen- 
tary distraction at this time can have serious con- 
sequences. 

6. A syringe and a vasopressor drug with which 
the anesthesiologist is thoroughly familiar must be 
within his reach at all times. An oral airway and 
an apparatus for giving positive-pressure oxygen 
must be immediately available. - 


I have never seen or heard of a major mishap 


with spinal anesthesia when these rules have been 
observed. Even the spinal anesthetic whose effects 
go right up to the ear lobes of the patient should 
cause no greater catastrophe than a little wear and 
tear on the nerves of the anesthetist, when proper 
precautions are carried out. 

Spinal anesthesia undoubtedly overcomes many 
of the difficulties associated with general anesthesia. 
Relaxation is perfect and hemorrhage. is consid- 
erably reduced. The immediate disadvantage is that 
the patient must be kept flat for 12 hours post- 
operatively to diminish the incidence of spinal 
headache. This is quite contrary to our objectives 


in this age group, with their associated pathologic — 


conditions of the respiratory and circulatory sys- 
tems. 

The “hemostatic spinal”? is especially useful in 
the transurethral resection and, in combination with 
abdominal field block of the abdomen, for supra- 
pubic prostatectomy. The theory here is based upon 
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the fact that in a “saddle spinal” paralysis of the 
sacral parasympathetics occurs, resulting in vaso- 
constriction of the prostatic bed because of the un- 
opposed action of the lumbar sympathetic supply. 
Patients under saddle-block anesthesia for trans- 
urethral resection frequently complain of pain from 
overdistention of the bladder, or following an in- 
advertent too-deep resection with perforation of 
the bladder and subsequent leakage of irrigating 
fluid out of the viscus. The maintenance of this 
reflex activity is most times desired by the urologist. 


Epidural anesthesia ¢ With the advent of the new 
anesthetic methods and agents, it is desirable from 
time to time to review the requirements in a given 
type of case, such as prostatectomy, against this 
changing background and to consider how far these 
requirements are being fulfilled. The minimum 
requirements for adequate anesthesia for prosta- 
tectomy are absence of pain; adequate relaxation; 
avoidance of surgical shock; no impairment of the 
immediate postoperative period by inadequate ven- 
tilation; no uncontrollable hypotension or reaction- 
ary hemorrhage; and a convalescence unmarred 
by pulmonary complications, headaches, vomiting, 
personality changes, or other evidences of cerebral 
hypoxia.!6 

Epidural anesthesia, in addition to spinal anes- 
thesia, meets these requirements. However, it has 
added advantages. The operating conditions are 
equal to those with spinal anesthesia; there is no 
spinal headache; the risk of neurologic damage is 
reduced; the blood pressure is under much better 
control of the anesthetist, and can be kept at safer 
levels more easily; postoperatively, the patient can 
sit up and be encouraged to cough and move 
around (after blood pressure has stabilized for 
2 hours). 

Gardner!® recently reviewed a series of prosta- 
tectomies for the years 1954, 1955, and 1956. In 
1954, 80 cases were managed, none under epidural 
anesthesia; in 1955, 17 of 96 operations were per- 
formed under epidural anesthesia; and in 1956 
epidural anesthesia was used im 53 of 82 cases. 
The mortality rate for these years was as follows: 


Every anesthetic agent is potentially 
dangerous. The successful use of 
an agent depends less on the qualities of 
the agent than on the knowledge and 
care used in its administration. The 
experience, judgment, and ability 


of the physician are the greatest factors 
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6 out of 80 in 1954; 10 out of 96 in 1955; and 3 
out of 82 in 1956. 

It is clear that no method of anesthesia for pros- 
tatic operation is the complete answer to the prob- 
lem. In searching for the ideal anesthetic, the 
anesthetist is always strongly influenced by what 
is the safest from the patient’s point of view. How- 
ever, such an anesthetic may provide poor or im- 
possible operating conditions; and the better the 
operating conditions, the more quickly will the 
surgeon complete the procedure, thus producing 
the least amount of trauma and shock. Because 
epidural anesthesia provides easier control of blood 
pressure both during prostatectomy and postoper- 
atively, and because it provides excellent operating 
conditions, complete relaxation with spontaneous 
respiration, and minimal blood loss at more normal 
levels of blood pressure, it is felt to be the anes- 
thetic method of choice. 

I might mention two other uses of epidural block 
which are of prime concern to the urologist. Hell- 
mann!’ describes a case of anuria in a patient who 
suffered massive hemolysis when water, used as 
irrigating fluid, entered the circulation via opened 
prostatic veins during transurethral resection of the 
prostate. In this case, while the resection was being 
done, the blood pressure suddenly rose to extremely 
high levels, with no change in pulse rate. There was 
nausea and marked pallor, and the patient lapsed 
into a semistuporous state. After excluding compli- 
cations in the surgical area, hemolysis due to the 
irrigating fluid was suspected, and a blood sample 
demonstrated a 2 per cent concentration of hemo- 
globin in the serum. When erythrocytes are exposed 
to water, they swell, rupture, and lose their con- 
tents, liberating hemoglobin into the serum, with 
an acute tubular nephrosis, oliguria, or anuria en- 
suing. The treatment by the anesthesiologist is to 
block the sympathetic vasoconstrictor nerves to the 
kidney, causing dilatation of the renal arteries, thus 
improving renal ischemia and urinary output. Hell- 
mann, on confirmation of the diagnosis, used an 
epidural block with a catheter inserted at the tenth 
thoracic level and threaded upward two segments, 
utilizing 20 cc. of 0.5 per cent Xylocaine. The 
patient fully recovered, the first urine being ex- 
creted 8 hours after institution of therapy. 

It should be stressed that in order to obtain bene- 
ficial effects, or at least in order not to aggravate 
the problem, it is essential that the patient’s blood 
pressure be maintained within normal limits. Should 
it become necessary to use vasopressors to maintain 
the blood pressure, ephedrine is the drug of choice, 
because it is one of the very few drugs which 
increases the renal blood flow.!8 

A better known application of epidural segmental 
block is in the treatment of acute renal colic.19.20 
Here, an injection at the ninth thoracic level of 5 
to 10 ce. of lidocaine, combined with an intravenous 
clysis of 5 per cent glucose in liberal quantities, 
quickly relieves the pain and spasm and permits 
more normal ureteric peristalsis. This therapy is 
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practically specific and deserves a much more im- 
portant place in the armamentarium of the physi- 
cian, in the nonsurgical treatment of renal colic. 
The same results can be obtained by the use of a 
caudal analgesia carried to the eighth thoracic level, 
but the disadvantage here is that the patient cannot 
be ambulatory. 


Conclusions 


More than 8 million anesthesias are induced in all 
the hospitals in the United States each year. (There 
are no accurate estimates of the number adminis- 
tered outside of hospitals.) Out of each 1,600 anes- 
thesias induced in hospitals there is one death 
attributable to the procedure, or 5,128 each year. 
This amounts to 3.3 deaths per 100,000 population 
—twice that of poliomyelitis. It is regrettable that 
the death rate for each 1,000 anesthesias is as great 
today as it was 20 years ago.2! 

To administer anesthesia is not difficult, but to 
administer a safe and satisfactory anesthesia re- 
quires skill. Every anesthetic agent is potentially 
dangerous. The successful use of an agent depends 
less on the qualities of the agent than on the knowl- 
edge and care used in its administration. The ex- 
perience, judgment, and ability of the physician are 
the greatest factors for the safe conduct of anes- 
thesia. Remember, there is no drug known that will 
start respiration that has ceased. 
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Clinical evaluation 


of a “diuretic cocktail” 


LAWRENCE J. GALLA, A.B., D.O., and WIL- 
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Pennsylvania 


The characteristics of an ideal diuretic can be 
easily enumerated; it should be effective without 
producing electrolyte disturbance, nephrotoxicity, 
sensitivity, refractoriness, or cardiac toxicity. How- 
ever, in practice, a compound encompassing these 
properties remains to be found. Furthermore, be- 
cause of the many factors involved in the patho- 
logic states that result in abnormal water retention, 
a universal diuretic—that is, one that will work in 
every situation—has yet to to be made available. 
In recent years a number of new diuretic drugs 
utilizing various physiologic principles have ap- 
peared. From time to time chemical modifications 
of these drugs are elaborated, to improve on the 
established modalities.1.2 
The purpose of this paper is to review briefly 
some of the advantages and disadvantages of cer- 
tain types of established diuretics, and to report 
a Clinical study comparing the diuretic response of 
what we shall call a “diuretic cocktail” with that 
of oral diuretics in comparable clinical entities. 


Basis and means for diuretic therapy 


Diuretics are almost always used for removal of 
extracellular fluid. Regardless of their site of action, 
diuretics must accomplish this by increasing the 
excretion of sodium. Because their action is never 
specific for sodium alone, but involves other ions 
as well, it could be said that diuretics always 
threaten electrolyte homeostasis. 

Electrolyte imbalance can be induced, then, by 
restriction of sodium in the diet, mercurial agents 
inhibiting salt reabsorption in the renal tubule, 
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acetazoleamide depressing hydration of carbon 
dioxide, exchange resins drawing salt from food 
in the intestinal tract, or water diuresis. Therefore, 
diuretic therapy should be planned to permit daily 
salt and water balance. The treatment should take 
into account the particular type of fluid or electro- 
lyte to be removed, the need for speed in its re- 
moval, and the setting in which it will be done. 
Oral diuretics, for example, are desirable; however, 
they are often not powerful enough for acute or 
emergency problems, or they may irritate the pa- 
tient’s stomach. It may be said that oral diuretics 
are useful in cases where a modest diuretic action 
is satisfactory. Other clinical situations are met by 
other means. 

Diet is rather important. Patients with edema 
will probably have to accept a low-salt diet sooner 
or later; the sooner they start, the sooner better 
results can be expected. But even marked sodium 
restriction is a powerful tool and has inherent 
dangers. Sodium depletion and electrolyte imbal- 
ance have led to the development of weakness, 
anuria, and azotemia, and when the cause was 
unrecognized and untreated, death has resulted. 
The danger is particularly great in patients with 
renal disease. 

Although there is no such thing as an ideal 
diuretic, several are useful for different situations. 
Some classes of these agents will now be reviewed. 


. Acid formers ¢ Ammonium chloride and other acid 
formers have been used in the treatment of edema 
both for their own diuretic action and because 
they enhance the action of the mercurials and the 
xanthines. It has been demonstrated that ammo- 
nium chloride, given over a period of 2 or 3 days, 
may double the effect of the mercurial agents.1 

However, within a few days of continuous admin- 
istration, ammonium chloride become ineffective 
as a diuretic. Moreover, in spite of this self-limiting 
protective device to conserve base, ammonium 
chloride sometimes causes acidosis. The drug is 
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especially dangerous in elderly persons, in whom 
the ability of the kidneys to excrete acid urine and 
urea is diminished. 

Toxic symptoms include weakness, nausea, and 
vomiting. 


Osmotic agents e The use of urea as a diuretic has 
decreased since the introduction of the newer, more 
dependable agents. 

While the osmotic diuretics may induce a degree 
of salt loss, this loss is usually not very great. How- 
ever, these drugs can still be considered a physio- 
logic approach to diuresis. 


Xanthines e These agents act by decreasing the 
absorption of water in the proximal tubules. They 
are considered secondary to the mercurials; the 
use of aminophylline as a supplement to the mer- 
curial agents in the treatment of intractable con- 
gestive heart failure has been recommended.! The 
xanthines are not considered as effective or de- 
pendable as the mercurials in the treatment of 
edema. 

Fatalities and less serious manifestations such as 
gastrointestinal distress have been reported when 
aminophylline is given intravenously, especially at 
a rapid rate. If given intramuscularly, local discom- 
fort is common. 


Mercurials e These are the most effective diuretics. 
They act by inhibiting succinic dehydrogenase in 
the distal tubule of the kidney. This prevents re- 
absorption of sodium and chloride and causes loss 
of these two ions and water. There is no significant 
alteration in potassium excretion. During the period 
of greatest sodium loss (2 to 6 hours after adminis- 
tration) ammonium excretion is slightly depressed. 

The onset of drug action is within 2 hours after 
administration, and the effect lasts 12 to 18 hours. 
Two of the most commonly used parenteral agents 
in this class are meralluride (Mercuhydrin) and 
mercaptomerin (Thiomerin). 

Toxic reactions to the mercurials include, besides 
symptoms attributable to electrolytic imbalance, 
chills, fever, malaise, muscular aching, nausea, 
erythema, chest pain, vomiting, dyspnea, and al- 
lergic reaction.? 


Isocytosines e Diuretics in this group are interest- 
ing, but they have limited usefulness.? One agent 
is amisometradine (Rolicton). The excretion of 
sodium and chloride reaches a peak in 12 hours 
with these agents. Potassium excretion is increased, 
and bicarbonate excretion is decreased. 

Toxic factors include the production of such 
gastrointestinal symptoms as nausea and diarrhea. 
The refractory property of this type of diuretic 
causes it to lose effectiveness if it is used daily. 


Chlorothiazide e This agent and its congeners are 
probably the most potent oral diuretics. Their mode 
of action resembles that of the carbonic anhydrase 
inhibitors; they also act directly on the renal tubules. 
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Excretion of sodium and chloride is increased; so, 
to a lesser degree, is excretion of potassium. Occa- 
sionally bicarbonate is excreted, and there is a 
compensatory reduction in excretion of ammonia. 

Two of the commonest members of this group 
are hydrochlorothiazide and chlorothiazide. 

Toxic reactions include dehydration, hypochlo- 
remic alkalosis, and hypokalemia. Thirst, weakness, 
lethargy, drowsiness, and tachycardia may appear; 
occasional vertigo and paresthesia have been re- 
ported. 

Benzydroflumethiazide (Naturetin) and hydro- 
flumethiazide (Saluron) have recently gained prom- 
inence and have shown promise in the field of 
diuretic therapy. For added protection in conditions 
predisposing to hyponatremia, and for patients on 
long-term therapy, potassium has been added to 
benzydroflumethiazide. 


Spironolactones e These agents bear a close struc- 
tural similarity to one of the sodium-retaining hor- 
mones of adrenal cortex, aldosterone. They act by 
a competitive inhibition to block the action of 
aldosterone on the distal tubules. They are effec- 
tive only when edema is caused by liberation of 
aldosterone,. a condition which exists when the 
aldosterone-stimulating hormone is liberated from 
the anterior pituitary as a result of stimulation of 
osmolar or volume receptors. 

Because the loss of fluid from the intravascular 
or interstitial compartments may result in a com- 
pensatory increase in secretion of aldosterone, spiro- 
nolactone (Aldactone) can be used to block the 
“rebound” that usually follows an effective diuresis 
produced by other agents given for treatment of 
congestive heart failure. 

Aldactone is by no means a panacea for the 
treatment of congestive heart failure, but it is use- 
ful. It also seems to be effective in edema caused 
by cirrhosis of the liver. 


Carbonic anhydrase inhibitors e Acetazoleamide 
(Diamox) acts by inhibiting carbonic anhydrase 
activity in the renal tubules. When this occurs, the 
production of hydrogen to be exchanged for sodium 
is impaired. The result is a loss of chloride, sodium, 
bicarbonate, and water. The effect diminishes rapid- 
ly within 48 hours, in spite of continued adminis- 
tration. 

Because of the loss of bicarbonate in the urine, 
the effective action may produce a hyperchloremic 
acidosis, because the chloride ion is retained at the 
expense of the bicarbonate. However, this may be 
turned to advantage, because the hyperchloremic 
acidosis thus produced will potentiate the effect 
of a mercurial diuretic. 


Clinical study 


The “diuretic cocktail” used in this study consists 
of 500 cc. of 5 per cent dextrose in water, 2 cc. 
of meralluride, and 500 mg. of aminophylline. It 
is given intravenously over a period of 3 to 4 hours. 


TABLE I—WEIGHT LOSS IN FIRST 24 HOURS 


Total No. No. pounds Average 
Group and description No. patients patients lost loss 
Group I: Results with diuretic cocktail 
10 2 
5 3 
4 4 
2 5 
1 6 
1 9 
2 Refractory 
25 3.04 
Group II: Results with oral diuretics and digitalis 
30 1 
5 2 
35 1.14 


TABLE II—AVERAGE WEIGHT LOSS ON FIRST 5 DAYS 


Group II 
Group I (oral diuretics 
Day of (diuretic cocktail ) : and digitalis) : 
treatment average pounds lost average pounds lost 
1 2.7 1.0 
2 4.0 1.5 
3 5.0 25 
4 6.0 3.5 
5 7.0 3.5 


This therapeutic method was first reported in 
1959.2 In the present study, we used it in 25 
patients (Group I) with congestive heart failure 
who were treated at West Side Osteopathic Hos- 
pital. Ten of these patients had previously become 
refractory to treatment with oral diuretics and digi- 
talis. 

For purposes of comparison, another group of 
35 patients (Group II) with congestive heart failure 
was treated with oral diuretics (30 with benzydro- 
flumethazine, and 5 with mercurial agents) and 
digitalis. 

Because of the great number of clinical variables 
in this condition, only some general observations 
about results can be offered. 


Weight loss e The average weight loss in the first 
24 hours of treatment was just over 1 pound in 
patients treated with oral diuretics and digitalis, 
and just over 3 pounds in patients treated with the 


diuretic cocktail. The group treated .with the di-. 


uretic cocktail includes two patients who proved 
refractory to the treatment; if they are excluded 
from the average, the loss for the 23 remaining 
patients was 3.3 pounds. The distribution and range 
of loss are reported in Table I. 

Table II records the average total weight loss for 
the two groups for each of the first 5 days of 
diuretic therapy. As can be seen, patients treated 
with the diuretic cocktail lost an average of twice 
as much weight during the 5-day period as those 
treated by other means. 
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Electrolytes ¢ There was no great alteration in the 
level of sodium, potassium, or chloride ions in 
patients treated with the diuretic cocktail. As can 
be seen in Table III, the sodium fraction dropped 
2.0 mEq. in 5 days of treatment; potassium dropped 
0.1 mEq., and chloride dropped 6.0 mEq. This 
shows that it is possible to administer diuretics 
without appreciable impairment of electrolyte bal- 
ance. 


Clinical failures ¢ Two patients were refractory to 
the diuretic cocktail. One patient had an allergic 
reaction, developing pruritus at the injection site. 
The other developed a dilution syndrome. Treat- 
ment was discontinued in both cases. 


TABLE III—AVERAGE DAILY ELECTROLYTE FRACTIONS OF 
PATIENTS GIVEN DIURETIC COCKTAIL 


Day of Sodium Potassium Chloride 
treatment (mEq. ) (mEq. ) (mEq. ) 

1. 140 46 104 

2 138 4.5 101 

3 138 4.5 99 

4 138 » 45 99 

5 138 4.5 98 
Summary 


Effective diuretic administration presupposes that 
the physician possesses some knowledge of the 
renal mechanism for sodium reabsorption and of 
the inhibition of this process. Various diuretics act 
at various stages to prevent sodium retention, with 
varying degrees of efficacy and safety. In a clinical 
study of patients with congestive heart failure, we 
found that a “diuretic cocktail” consisting of 500 cc. 
of 5 per cent dextrose in water, 2 cc. of meralluride, 
and 500 mg. of aminophylline, given intravenously 
in 3 to 4 hours, was more efficacious than oral 
diuretics and digitalis, as demonstrated by loss of 
weight. Two of the 25 patients treated with the 
cocktail were refractory; one had an allergic re- 
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action (pruritus at the injection site) and the other 
developed a dilution syndrome. 

We feel that the synergistic and potentiating 
action of a combination of diuretics has been 
demonstrated by this study. The diuretic cocktail 
accomplished clinically significant diuresis in most 
instances, even in cases where other diuretic agents 


had failed. 
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Osteogenesis imperfecta: 


Case report 


DONALD W. KETNER, D.O.,* Detroit, Michigan 


Osteogenesis imperfecta is a hereditary, often con- 
genital and familial disease which is manifested by 
an inability to produce adequate and normal inter- 
cellular substances of certain mesenchymal deriva- 
tives, particularly osteoblasts and fibroblasts, in 
various body areas. The result is a young patient 
with a fragile skeleton, thin skin and sclera, poor 
teeth, a tendency to macular bleeding, and hyper- 
mobility of joints. 

There are two forms of the disease. Osteogenesis 
imperfecta congenita is noted at birth and has ob- 
viously developed in utero. It is often fatal. Oste- 
ogenesis imperfecta tarda starts its course sometime 
in childhood. It may produce symptoms of disturb- 
ance in only one or two systems, and its effects are 
much less severe than those of the congenital form. 

The disease is quite rare, but it has been rec- 
ognized for nearly 200 years. It apparently occurs 
as a spontaneous mutation and, once established 
in the hereditary apparatus, it persists as a domi- 
nant characteristic. 

Presented at the annual meeting of the American Osteopathic Acade- 
my of Orthopedics, Los Angeles, October 28, 1959. This paper was 
prepared during a residency in the Department of Orthopedics, Detroit 


Osteopathic Hospital, on the service of Dr. John P. Wood, senior 
attending surgeon. 


Address, 2673 W. Grand Blvd. 
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Case report 


A 14-year-old girl was first seen on the orthopedic 
service at the Detroit Osteopathic Hospital on 
August 5, 1957. Her chief complaint was inability 
to walk for the past 3 years, and marked deformities 
of the lower extremities. She had had 43 recognized 
fractures since birth. The birth was described as 
atraumatic, although there was a fracture of the 
proximal left femur at that time. There is now a 
pseudoarthrosis at that site. 

The family history was negative and the child’s 
system history was within normal limits for the age 
group. 

Physical examination revealed a 14-year-old white 
female of normal mental development, who was 3 
feet 6 inches tall and 57, pounds in weight. She 
was unable to stand or walk. There was a marked 
dorsolumbar scoliosos and distortion of both lower 
extremities. Laboratory examination revealed nor- 
mal serum calcium and phosphorus; other hema- 
tologic findings were also normal. 

Various projections of the dorsal spine, chest, 
and pelvis (Figs. 1, 2, and 3) showed a marked 
dorsolumbar scoliosis with the convexity of the 
lower curve to the right. The pelvis was flattened 
in the anteroposterior as well as the lateral plane. 
The fourth, fifth, sixth, and seventh ribs showed 
pseudofractures in the posterior lateral margins on 


the right. 


Fig. | 
Figs. |, 2, and 3. Dorsal spine, chest, and pelvis, showing 
marked dorsolumbar scoliosis with the convexity of the lower 


Fig. 3 
curve to the right. The pelvis is flattened in both anteroposterior 
and lateral planes. 


Fig. 4 Fig: 5 
Figs. 4 and 5. Right tibia and fibula, showing marked medial 
bowing and evidence of a pseudofracture. 


Anteroposterior and lateral projections of the 
right tibia and fibula (Figs. 4 and 5) showed 
marked medical bowing of the shafts with evidence 
of pseudofracture of the middle of the tibial shaft. 

On August 14, 1957, surgical correction of the 
deformities of the right tibia and fibula was accom- 
plished by means of a double wedge osteotomy of 
the right tibia and osteotomy of the right fibula. 
Fixation at the osteotomy sites was by means of a 
Sherman plate and six screws. On gross inspection 


at the time of surgery the tibia was seen to be 


exceedingly sclerotic, with no evidence of a medul- 
lary canal. Microscopic studies of section of bone 
revealed dense compact bone with a scant amount 
of medullary substance, showing fibrous replace- 
ment with ossification. No tumor or specific infec- 
tion was noted. A full leg cast was applied follow- 
ing surgery. Postoperative x-rays revealed correc- 
tion of the deformity with minimum residual bow- 
ing (Figs. 6 and 7). 

On November 27, 1957, 3 months after the origi- 
nal operation on the right leg, the child was re- 
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Fig. 6 Fig. 7 
Figs. 6 and 7. Right leg, postoperatively, showing double os- 
teotomy of tibia through cast. 


turned for operative correction of the left leg de- 
formity (Figs. 8 and 9). A wedge osteotomy of the 


Fig. 8, Fig. 9 
Figs. 8 and 9. Preoperative anteroposterior and lateral films 
of left tibia and fibula, showing medial bowing. 


Mee 


Fig. 10 Fig. 1 Fig. 12 
Figs. 10, 11, and 12. Figures 10 and 11, left tibia and fibula, 
postoperatively, showing correction of deformity through cast. 
Figure 12, left tibia, showing a broken Sherman plate. 


shaft of the left tibia was performed, with applica- 
tion of a Sherman plate and four screws. An 
ostectomy of the left fibula was done and full cast 
applied (Figs. 10 and 11). 

Recheck roentgenograms of the right tibia’ and 
fibula taken at this time revealed no signs of 
osteogenesis after 3 months. Follow-up x-rays were 


Fig. 13 
Figs. 13, 14, and 15. Figure 13 shows nonunion of left tibia and 
fibula 10 months after operation. Figure 14 shows Phemister 
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Fig. 14 


taken at 2-month intervals, along with cast changes 
and clinical evaluation of progress. On May 9, 1958, 
6 months after the operation on the left leg, roent- 
genograms revealed a broken Sherman plate at the 
osteotomy site (Fig. 12). On September 19, 1958, 
10 months following the left osteotomy, it was 
determined that nonunion was present (Fig. 13). 
A Phemister graft, utilizing bone from the patient’s 
ilium and bone-bank bone, was performed (Fig. 
14). A full leg cast was applied. 

Satisfactory callus repair of the double osteotomy 
on the right tibia and fibula was present (Fig. 15) 
on July 11, 1958. The cast was removed 11 months 
after the original operation. 

There has been gradual repair noted at the left 
Phemister graft site. The part was still incorporated 
in a full leg cast at this writing (October 1959). 
Correction of the deformities of the child’s lower 
extremities had resulted in a vastly improved 
psyche, although no return to weight bearing had 
yet occurred. 


Summary 


A case of osteogenesis imperfecta has been pre- 
sented. 

A method of correction has been illustrated. 
Progress in a 14-year-old girl over a 2-year period 
has been described. 


Fig. 15 
graft in place. Figure 15 shows right tibia and fibula evidenc- 
ing satisfactory healing. 
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Infectious hepatitis: 
Review and ease studies 


WILSON P. BAILEY, D.O.,* Kirksville, Missouri 


One of the most common infections that has faced 
the pediatrician, internist, and general practitioner 
in the past several years, and will continue to be 
a severe problem to this group of practitioners, 
is infectious hepatitis (viral hepatitis, epidemic 
hepatitis, catarrhal jaundice, I.H., or virus A hepa- 
titis). Many recent articles on this systemic disease 
report it to be more common than was earlier 
believed.!-> Infectious hepatitis has been listed as 
a reportable disease in this country since 1952. 
The recorders have noted a yearly increase since 
1957, with an estimated 60,000 cases expected for 
1961.3 This is two and one-half times as many as 
in 1960, and a continued significant rise is antici- 
pated for 1962.23 

The purpose of this paper is to present a brief 
current review of the subject, and to provide evi- 
dence, by case reports, that hepatitis is frequently 
nonicteric. There is one report of a case in an 
infant 10 weeks old. A method of treating icteric 
pruritus is also outlined. 


Description and epidemiology 


Infectious hepatitis is a systemic disease caused by 
a virus or viruses. It is characterized by gastroin- 
testinal and other constitutional signs and symp- 
toms, and by evidence of liver injury. Jaundice has 
always been considered one of the most positive 
symptoms; however, recent investigators®-!° believe 
it to be present in only 20 to 30 per cent of cases. 

Infectious hepatitis may appear sporadically or 
in epidemics. Many investigators report that the 
disease follows a cyclic pattern,2 with peaks oc- 
curring irregularly every 5 to 10 years. In the ci- 
This paper was written during Dr. Bailey’s residency in the Depart- 
ment of Pediatrics of the Kirksville Osteopathic Hospital, of which 


Dr. Nelson D. King is head. Dr. Bailey was the recipient of a 1960 
Lederle Grant in Pediatrics. 


Address, 1407 N. Franklin St. 
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vilian population it occurs predominately in child- 
hood. During war times sizable outbreaks are 
common among military personnel.®.9 

Most of the information now available on the 
causative agent or agents was obtained by intensive 
study using human volunteers during and after 
World War II. From these studies it is believed 
that man is the only susceptible host.8-!° 

The etiologic agent, I.H. virus, passes through 
bacteria-retaining filters. It survives temperatures of 
minus 18 to minus 70 C for months. It appears 
more resistant to chlorine than other viral agents 
in drinking water.® 

Infectious hepatitis will develop in the human 
by feeding or parenteral injection. The virus is 
present in the blood and stools during the acute 
phase of the disease. The incubation period ranges 
from 13 to 50 days, with an average of about 25 
days, irrespective of doses or portal of entry. This 
is in contrast to the relatively long incubation 
period of serum hepatitis (S.H.), which ranges 
between 56 and 180 days.® 

Person-to-person transmission is the most fre- 
quent route of infection. Research studies?1! have 
proved that feces are the agent of transmission dur- 
ing the preicteric phase; this condition persists for 1 
to 2 weeks after the icteric phase develops. There- 
fore, a fecal route is considered the usual method of 
transmission. Observers®-!%11 have been unable to 
present evidence of respiratory transmission. Out- 
breaks caused by contamination of water, food, or 
milk occur, but they are not believed to play as 
important a role as the direct person-to-person 
contact. 

Infectious hepatitis occurs frequently in children, 
and is regarded as one of the more common diseases 
of childhood. The greatest percentage of cases oc- 
curs in patients 5 to 14 years old, but may appear 
earlier in the preschool group (as in our patient 
who was 10 weeks old) and in the young adult 
group, over age 15.8 

Several observations have been made®-10.11 which 
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suggest that hepatitis is much more frequently 
mild and nonicteric in young children than in 
older children or adults. Consequently, it is recog- 
nized less frequently in the early age groups. 

It is also recognized+!9 that the daily activity 
and poorer personal hygiene of children are factors 
that help to spread this disease. The close personal 
contact in play, as well as poor personal hygiene, 
especially the lack of hand washing after toilet use 
in this age group, helps to spread the virus through- 
out the group. 


Clinical course 


The preicteric phase lasts from 1 to 21 days; the 
average duration is approxiniately 8 to 11 days in 
children, in contrast to 3 to 4 weeks in adults.’ 
Usually the patient’s appetite returns and he feels 
better as the phase of jaundice begins. As a rule, 
convalescence is rapid and uneventful. Weight loss 
ranging from 5 to 25 pounds may occur in the 
adult;® however, | have not been overly impressed 
by this phenomenon in children. 

The clinical manifestations show great variation. 
It is generally considered® that there are two peri- 
ods or phases to infectious hepatitis. These are 
classified as preicteric and icteric phases. 

Although it is not unusual for jaundice to be the 
presenting symptom, the onset may be sudden or 
gradual with anorexia, fever, headache, cold, upper 
respiratory infection, irritability or lassitude, some- 
times nausea with vomiting, and abdominal discom- 
fort. Additional complaints may be muscular aching 
in the back and extremities, loss of appetite, and 
discomfort in the right upper epigastric quadrant. 
The liver is not usually enlarged at the early stage, 
but tenderness may be elicited by percussion and 
palpation. 

Leukopenia is characteristically found. Atypical 
lymphocytes characteristic of infectious mononucle- 
osis may appear in the blood toward the end of 
the preicteric phase. The urine is usually brownish, 
and stools are acholic or grayish in color. The spleen 
may be palpable and enlarged, and posterior cervi- 
cal lymph nodes may be palpable. Fever often 
occurs, followed by chills or a chilly sensation; 
however, the fever is often absent or fleeting in 
the young child. In older children and in adults 
the temperature varies from 100 to 104 F, and 
fever usually lasts from 2 to 5 days.8-1! 

It has been noted®-!0.!! that usually the constitu- 
tional symptoms begin to disappear and the fever 
subsides at about the time the icteric phase becomes 
apparent. Bile frequently darkens the urine before 
jaundice makes its appearance. In the younger child 
the change to the icteric phase is most frequently 
marked by the disappearance of symptoms. The 
icteric phase persists from a few days to as long 
as a month. The patient’s appetite returns, and he 
frequently feels fine when the jaundice is most 
marked. On the other hand, in adults and older 
children, the icteric phase may be accompanied by 
an exacerbation of some of the original symptoms. 
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It is again characterized by anorexia, nausea, vomit- 
ing, and abdominal pain, mental depression, brady- 
cardia, and neuritis. The liver is enlarged, tender, 
and palpable in about 25 per cent of cases. 


Differential diagnosis 


In differential diagnosis before jaundice is present, 
the following diseases may be considered: infectious 
mononucleosis, acute appendicitis, salmonellosis, 
shigellosis, influenza, and, in some other parts of 
the world, malaria, dengue, and sand fly fever.®-9-11 
The diagnosis of these conditions may be estab- 
lished by the detection of specific etiologic agents 
or by hematologic tests. 

In the presence of jaundice, the diseases which 
may be confused with infectious hepatitis are: 
serum hepatitis, congenital or acquired hemolytic 
jaundice, obstructive jaundice (due to blockage of 
the bile ducts by stones, tumor or, in infants, con- 
genital atresia), hepatocellular jaundice resulting 
from chemical poisoning, cirrhosis or neoplasms of 
the liver (primary metastatic), spirochetal jaundice 
(Weil’s disease), yellow fever, acute cholangitis, 
and jaundice associated with such infections as 
mononucleosis, brucellosis, amebiasis, malaria, and 
syphilis. The diagnosis can be made on the basis 
of the history and physical examination. 

Serum hepatitis can sometimes be distinguished 
from infectious hepatitis by history of injection of 
blood or blood products, followed by a long incu- 
bation period of approximately 60 to 160 days, 
although it should be remembered that infectious 
hepatitis can also be transmitted by the parenteral 

Jaundice associated with infection is established 
by demonstrating the specific etiologic agents or a 
specific antibody rise in convalescence.® 

Drug-induced jaundice may be caused by such 
drugs as gold and probenecid, which produce 
parenchymal liver-cell dysfunction.® 

Jaundice characterized by cholangitis with biliary 
stasis may be associated with administration of 
chlorpromazine, arsphenamine, or methyltestoster- 
one.’ A history of drug injection may provide an 
important clue in the differential diagnosis. 

For hepatocellular jaundice, history is also im- 
portant in the recognition of cirrhosis or neoplasm. 
This condition appears to be very uncommon among 
children in the United States. Hepatocellular or 
parenchymal jaundice caused by chemical poisons 
may be difficult to diagnose if there is no history of 
contact with toxic agents. 

Hemolytic jaundice can be differentiated from 
obstructive jaundice by the history, by presence of 
anemia, reactive indirect van den Bergh’s test, a 
positive Coombs’ test, presence of urobilin in the 
stools, and absence of bilirubinuria.® 


Laboratory findings 


Laboratory examinations found to be most helpful 
in the diagnosis of infectious hepatitis have been: 


elevation of serum bilirubin; reactive direct van 
den Bergh’s test; and bile and urobilinogen present 
in the urine. An elevation in the serum glutamic 
oxaloacetic and glutamic oxalopyruvic transaminase 
(S-GOT and S-GPT) is noted early in the course 
of the disease; a return to normal is an indication 
that the active disease process is beginning to 
disappear and recovery is under way. Some work- 
ers8-10,11 advocate the use of the Bromsulphalein- 
retention test. This appears to be abnormally ele- 
vated early in the preicteric phase and to remain 
elevated throughout the acute phase. 

Hemolytic jaundice can usually be diagnosed 
from the clinical picture and the routine blood 
count; in the fractionation of serum bilirubin, 
almost all elevation will be in the indirect frac- 
tion.8:10,11 

Positive results in cephalin flocculation or thymol 
turbidity tests appear during the second and third 
weeks in approximately 80 per cent of the patients 
with infectious hepatitis, whereas these results 
remain within normal limits in the early extrahe- 
patic obstructive jaundice.! Elevation of the alka- 
line phosphatase above 15 Bodanski units is usually 
found in extrahepatic obstruction. In viral hepatitis 
it is only slightly elevated, with a result of less 
than 15 units.! 

Transaminase levels usually are reported above 
200 units in early viral hepatitis, while in extra- 
hepatic obstruction the levels are below 200.1 Some 
workers! use the elevated sedimentation rate as a 
diagnostic point, although this finding is not always 
consistent. Others® advocate the use of the hemoag- 
glutinin test; this shows some specificity for viral 
hepatitis, although there is disagreement on this 
point. 

It appears that no single test furnishes complete 
information about the functional state of the liver; 
therefore, it is necessary to use a group of tests to 
ascertain the degree of functional restoration. How- 
ever, when uncertainty exists, liver biopsy should 
be done as early as. practicable to assist in diag- 
nosis,1-10-12 

There are no consistent changes in the total 
leukocyte count, but a monocytosis as high as 25 
per cent is occasionally observed. Hypoglycemia 
and acetonuria are frequent findings. On occasion, 
serologic tests for syphilis are falsely positive.161011 
An excellent screening test for infectious hepatitis 
prior to the appearance of jaundice is the use of the 
methylene blue test (Meyer’s) or the Harrison spot 
test (Gottfried ).1°-11 Both of these tests are based 
on the presence of small amounts of bilirubin in 
the urine. 


Treatment 


Management is symptomatic and nonspecific. Most 
important is bed rest with adequate caloric intake. 
If the plasma prothrombin level is seriously im- 
paired, parenteral vitamin K may be of benefit. 
If the serum albumin level is low, and fluid reten- 
tion with edema or ascities is noted, albumin given 
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intravenously, 50 grams a day for 5 to 7 days, may 
be of value.4 

Local application of heat may relieve epigastric 
distress, but at times sedation is required. For this 
purpose, chloral hydrate is preferable to the barbit- 
urates or opiates which are hepatotoxic. Anorexia 
and vomiting may be controlled by the use of 
sedation. Severe vomiting and epigastric distress 
are often dramatically alleviated by the intravenous 
administration of 5 per cent glucose in an isotonic 
solution of sodium chloride.!11 

Frequent small meals of carbohydrates and pro- 
tein (fruit juices, carbonated drinks, skimmed milk, 
gruels, lean meats) are better tolerated than large 
meals at longer intervals. Fats are moderately re- 
stricted, because they tend to aggravate nausea and 
vomiting, especially when the bile is completely 
absent from the intestinal tract. As soon as possible, 
a full unrestricted diet should be offered the pa- 
tient. 

Some authorities®-!0.11,13,14 recommend the use of 
vitamin B complex, which will help to prevent fur- 
ther hepatic injury. Certain patients appear to im- 
prove with the exclusion of protein from the diet 
and bowel sterilization with a broad-spectrum anti- 
biotic (the neomycin group is indicated). 

The use of agents such as Fleet’s phosphate of 
soda or magnesium sulphate is sometimes valu- 
able for the removal of hardened feces.!! Occa- 
sionally, cleansing enemas may be used. 

The patient’s over-all condition is improved by 
the application of osteopathic manipulative treat- 
ment to the lumbosacral area, stressing the area 
from the sixth thoracic to the fifth lumber levels, 
and consisting of soft tissue manipulation, stretch- 
ing, and corrective techniques. With the addition 
of this treatment to the generally accepted proce- 
dures, it has been observed clinically that recovery 
is hastened by several days. The patient’s state of 
being is improved; his appetite is better; he is more 
relaxed; and pain and tenderness in the upper 
epigastric area are alleviated. 

In patients with severe pruritis (scratch derma- 
titis), we have found that the: best results have 
been achieved by using Domeboro soaks and tri- 
meprazine tartrate capsules (‘Temaril), 5 mg., be- 
ginning with a dose of 5 mg. twice daily, and in- 
creasing dosage until effective. The use of ACTH 
is usually considered in the fulminating cases only; 
it does not appear to be necessary in the average 
case. 

The use of immune globulin during the acute 
disease has no value. However, it is recom- 
mended?*5-19 as a prophylactic agent in dosages of 
0.01 ml. per pound of body weight for children un- 
der 100 pounds, usually 1.0 ml. for older children, 
and 2.0 ml. for adults. The protective action of a 
single injection appears to last 5 to 9 months. If 
members of a household have been exposed to in- 
fectious hepatitis, virus A strain, prophylactic injec- 
tions should be’ given the entire family, including 
the adults. 
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The rare patient with hemorrhagic phenomena 
should be given vitamin D parenterally. 

It is also recommended that the isolation pre- 
cautions utilized for any stool-borne infections 
should be observed by the family and personnel 
caring for the patients. The duration of infectivity 
of stools is undetermined; thus, quarantine and 
isolation regulations are based on arbitrary grounds. 


Complications 


Complications appear to be rare in children; in a 
very small number of patients, relapse or prolonga- 
tion of liver dysfunction may occur. Occasionally a 
patient will develop posthepatic cirrhosis, in which 
case the prognosis is very poor. Occasionally, a se- 
vere pruritis develops, creating a scratch dermatitis, 
especially if there has been a prolonged period of 
jaundice. 

It is noted that women beyond the menopause 
are prone to develop chronic hepatitis characterized 
by remissions and exacerbations of jaundice with 
edema, ascites, and hemorrhagic phenomena. The 
mortality in this group may be as high as 50 per 
cent.4 Adults occasionally develop pneumonia and, 
rarely, aseptic meningitis or encephalopathy. 


Case reports 


The following eight cases were diagnosed and 
treated in Kirksville Osteopathic Hospital during 
the past several months. 


Case 1 e A 12-year-old boy was admitted to the 
hospital pediatric department with a chief com- 
plaint expressed by his mother that “he could not 
get over his hepatitis.” The boy appeared jaundiced 
and had a scratch dermatitis when he was first seen. 
He had had home care for infectious hepatitis 
during the past 6 weeks. He had had symptoms of 
generalized right upper epigastric pain with vomit- 
ing, nausea, and fever; this had lasted several days. 
The jaundice had begun 5 weeks ago and persisted 
until the patient’s admission to the hospital. 

The boy was fairly well nourished and on physi- 
cal examination the most notable finding was a 
marked jaundice. 

Scleral icterus was present. Findings of the eye, 
ear, nose, and throat examination were within nor- 
mal limits, as were those from auscultation of the 
chest and heart. There was posterior cervical 
lymphadenopathy. Palpation of the abdomen re- 
vealed tenderness in the epigastric area, with the 
liver enlarged 2% fingers below the costochondral 
margin, but no enlargement of the spleen could 
be detected. Findings from the remaining neu- 
rologic and physical examinations were within 
normal limits except for the areas of abrasion on 
the feet, ankles, lower legs, chest, abdomen, and 
arms manifesting severe pruritis (scratch derma- 
titis ). 

Admission laboratory data included the follow- 
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ing: 4.1 million erythrocytes; 11.65 grams of hemo- 
globin; hematocrit reading of 38; and 16,000 leuko- 
cytes, with a Schilling differential count of 8 per 
cent eosinophils, 54 per cent segmented neutrophils, 
31 per cent lymphocytes, and 7 per cent monocytes. 
The sedimentation rate was 40. Urinalysis had re- 
sults within normal limits. Cephalin-cholesterol floc- 
culation test was negative after 24 hours, and at 48 
hours was plus 1. 

On the second day the leukocyte count was 
9,250 with a differential of 1 per cent basophils, 1 
per cent eosinophils, 3 per cent stab cells, 52 per 
cent segmented neutrophils, 38 per cent lympho- 
cytes, and 5 per cent monocytes. Tests for blood 
chemistry included the following: total cholesterol, 
341 mg. per 100 cc. (elevated); serum glucose, 92 
(within normal limits); icterus index, 95.8 (dras- 
tically elevated); alkaline phosphatase, 16 Bodanski 
units (elevated); the serum glutamic oxaloacetic 
transaminase, 178 (elevated); direct van den 
Bergh’s test, 12.4 (elevated); indirect van den 
Bergh’s test, 18 mg. per 100 cc. (elevated). VDRL 
tests were negative; urobilinogen was negative; and 
urinary bile was positive at plus 3. Recheck blood 
chemistries revealed a total cholesterol of 390; 
cholesterol esters were 50 per cent; alkaline phos- 
phatase on recheck was 12 Bodanski units; the 
direct van den Bergh’s test was 10, and indirect, 17 
(both still elevated); and prothrombin time was 13 
seconds. 

Recheck on blood chemistry tests 2 days later 
revealed the following: direct van den Bergh’s test 
was 14.4, and indirect was 29.6 (elevated); cepha- 
lin-cholesterol flocculation at this time was negative 
in 24 hours and plus 1 in 48 hours. 

Additional laboratory tests performed 4 days later 
had the following results: 4.3 million erythrocytes; 
11.65 grams of hemoglobin; hematocrit reading of 
36; and a leukocyte count of 11,000, with a differ- 
ential count of 73 per cent segmented neutrophils, 
23 per cent lymphocytes, and 4 per cent monocytes. 
Urinalysis was still within normal limits. Coagula- 
tion time was 4 minutes, 30 seconds, and bleeding 
time was 30 seconds. Recheck tests on blood chem- 
istry were also performed, with the following re- 
sults: alkaline phosphatase, 10 Bodanski units (ele- 
vated); total protein, 7.0; albumin, 4.5; globulin, 
2.5; albumin-globulin ratio, 1.7; these all are within 
normal limits. The direct van den Bergh’s test was 
12.4, and the indirect was 15.4 (both elevated); 
icterus index was 82 (elevated); total cholesterol 
was 316; and the cholesterol esters were 50 per 
cent. Three days later the icterus index was 74 
(elevated ). The last tests for blood chemistry which 
were performed had the following results: direct 
van den Bergh’s test, 10.7, and indirect, 14.8 (ele- 
vated). 

A liver biopsy was performed, and a diagnosis 
was returned of posthepatitis with cirrhosis of the 
liver. The biopsy specimen showed plugging of the 
bile in the bile caniculi, but the portal ducts were 
not involved. Portal areas showed no increase in 
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fibrous tissue, nor was there fibrosis evident else- 
where. Lymphocytes with a few neutrophils infil- 
trated the periportal fibrotic tissue. Liver cord cells 
contained varying amounts of blood pigment, par- 
ticularly around the central vein. Liver cells also 
displayed a cloudy swelling. The pathologist’s im- 
pression was that there was cholangitis (intrahepat- 
ic cholestasis ). 

The patient was treated with bed rest, isolation, 
frequent small feedings of a regular diet with fat 
restricted, hot packs to the abdomen, osteopathic 
manipulative treatment to the lumbodorsal area, 
Terramycin, ascorbic acid, a multivitamin-B com- 
plex, Fleet’s phosphate of soda, and Temaril. A 
combination of Domeboro solution soaks and Tema- 
ril spansules, 1 every 8 hours, seemed to be the only 
treatment that would control the pruritis. 

The patient’s progress was such that he could be 
discharged to home care and bed rest. 

The admission diagnosis was posthepatitis with 
possible cirrhosis of the liver; the final diagnosis 
was post-infectious hepatitis with cholangiolitis. 

Follow-up studies at the time of writing revealed 
that the patient still had jaundice 10 weeks after its 
first appearance. It has also been observed that in 
this case the withdrawal of trimeprazine tartrate 
(Temaril) produces a return of pruritus, and when 
the patient is given the medication again, it dis- 
appears. 


Case 2 e An 11-year-old girl was admitted to the 
hospital with a chief complaint transmitted by the 
parents of “intestinal pain.” This child had been 
having numerous upper respiratory infections dur- 
ing the past several months. One week before hos- 
pitalization she had begun to complain of frontal 
headaches, nausea, vomiting, lethargy, and lassi- 
tude. She gave a history of pain of the upper right 
epigastric area. She had been quite anorexic. 

The girl was 4 feet 5% inches tall and weighed 
64 pounds; she was considered fairly well nourished. 
Her respiratory rate was 16 per minute, her blood 
pressure was 112/66; her temperature was 98 F; 
her pulse pressure was 46; and pulse rate was 88. 
She had some tonsilar enlargement and posterior 
cervical lymphadenopathy. Other than this, the eye, 
ear, nose, and throat examination had results within 
the normal limits, as did auscultation of the heart 
and chest. The liver was palpable approximately 2 
fingers below the costochondral margin, but the 
spleen was not palpable. The remaining physical 
and neurologic findings were within normal limits. 

Laboratory studies done at the time of the pa- 
tient’s admission included the following: erythro- 
cytes, 5 million; hemoglobin, 14.35 grams; and 
hematocrit reading, 44. There were 7,000 leuko- 
cytes, with a Schilling differential of 4 per cent 
eosinophils, 26 per cent segmented neutrophils, 69 
per cent lymphocytes, and 1 per cent monocytes. 
A recheck blood count had essentially the same 
results. The blood chemistry findings were as fol- 
lows: icterus index, 20.5 (elevated); serum glutamic 
oxaloacetic transaminase, 17; direct van den Bergh’s 
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test, 0.7, and indirect, 1.05; cephalin-cholesterol 
flocculation, plus 2 in 24 hours (elevated) and plus 
3 in 48 hours. A recheck on the icterus index had 
results of 14.9 (elevated). Urinalysis had results 
within normal limits. The heterophil antibody titer 
was negative, and total cholesterol was 159. 

On recheck examination these values were essen- 
tially the same. A stool examination revealed no 
occult blood; the antistreptolysin titer was 125 Todd 
units; and serum transaminase was 17 units. Repeat 
cephalin-cholesterol flocculation was negative at 24 
hours and plus 1 at 48 hours. A repeat icterus 
index was 8.7. On dismissal the patient had an 
erythrocyte count of 5 million, hemoglobin of 12.55 
grams, and a hematocrit reading of 44. The leuko- 
cyte count was 5,000, with a differential of 1 per 
cent stab cells, 52 per cent segmented neutrophils, 
45 per cent lymphocytes, and 2 per cent monocytes. 
This patient was treated with bed rest, frequent 
small feedings of a regular diet except for re- 
stricted fat, enemas, routine nursing care, and 
osteopathic manipulation to the lumbodorsal area. 
The patient’s progress was such that she could 
be discharged after a 5-day stay in the hospital. 

The admission diagnosis was infectious hepatitis, 
and the discharge diagnosis was the same, except 
that the patient had psychologic adjustment prob- 
lems. It was felt that this case represented a nonic- 
teric type of infectious hepatitis. 


Case 3 e A fairly well nourished 13-year-old girl 
was admitted to the hospital with a chief complaint 
of nausea and vomiting for 3 days. She had been 
receiving penicillin for the past 5 days for an acute 
upper respiratory infection. 

At physical examination it was found that this 
obese white girl was 5 feet 6% inches tall and 153 
pounds in weight. Her respiratory rate was 24 per 
minute; her blood pressure, 118/80; her tempera- 
ture, 98.6 F; and her pulse rate, 120 per minute. 
Ear, eye, nose, and throat examination showed that 
her tonsils were enlarged and had crypts, and that 
there was palpable posterior cervical lymphaden- 
opathy. Auscultatory findings from the chest and 
heart were within normal limits. The enlarged liver 
could be palpated approximately 3 cm. below the 
costochondral junction. The spleen was not pal- 
pable. On palpation of the abdomen it was noted 
that the patient had considerable tenderness in 
the upper right gastric area. The remaining physi- 
cal findings were within normal limits. 

Laboratory studies done on admission revealed 
the following: sedimentation rate, 15; erythrocytes, 
5 million; hemoglobin, 15.8 grams; and hematocrit, 
45. There were 10,000 leukocytes, with a Schilling 
differential of 71 per cent segmented neutrophils, 
26 per cent lymphocytes, and 3 per cent monocytes. 
Tests for blood chemistry had the following results: 
urea nitrogen, 10; and direct van den Bergh’s test, 
22 per cent (elevated), and indirect, 1.6. Urinalysis 
was within normal limits. A serum lipase test had 
results of 0 sigma units. On an erythrocyte fragility 
test, initial hemolysis was 0.44 per cent; complete 
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was 0.38 per cent. Cephalin-cholesterol flocculation 
was plus 2 in 24 hours and plus 3 in 48 hours. 

The patient was treated with bed rest, isolation, 
a small number of regular feedings restricted in 
fat, osteopathic manipulation, and routine nursing 
care. She began to improve after 2 days. Icterus 
did not appear. The patient’s progress was such 
that she could be discharged to home care. 

Admission diagnosis was infectious viral enteritis, 
and discharge diagnosis was infectious hepatitis. It 
might be noted that this patient’s recovery was un- 
eventful; at no time was jaundice present. 


Case 4 e A fairly well nourished 10-year-old boy 
was admitted with a complaint related by his par- 
ents that he was removed from school because he 
had jaundice. This patient had been having symp- 
toms of malaise, nausea, vomiting, headaches, and 
fever for about a week. 

On physicial examination he was found to be 54 
inches in height and 74 pounds in weight. His 
respiratory rate was 20 per minute, temperature 
was 99.6 F, and his pulse rate was 60 per minute. 
His tonsils were enlarged and had crypts, and there 
was mild pharyngitis and otitis media. It was noted 
that scleral icterus was very pronounced. Posterior 
cervical lymphadenopathy was present. Examina- 
tion of the heart and lungs had results within nor- 
mal limits. Palpation of the abdomen revealed that 
the liver was enlarged and was approximately 2% 
fingers below the costochondral margin. The spleen 
was within normal limits. Some tenderness could 
be elicited in the upper right quadrant. The re- 
maining neurologic findings were within normal 
limits. 

Admission laboratory studies had the following 
results: 4 million erythrocytes, 12.95 grams of hemo- 
globin, and a hematocrit reading of 39 per cent. 
There were 5,000 leukocytes, with a Schilling dif- 
ferential of 4 per cent eosinophils, 2 per cent stab 
cells, 57 per cent segmented neutrophils, 31 per 
cent lymphocytes, and 6 per cent monocytes. The 
urinalysis had results within normal limits, except 
for the presence of bile and urobilinogen. A thymol 
turbidity test was 10.5, and a direct van den Bergh’s 
test was 81 per cent, while the indirect was 8.3 
(both elevated). The heterophil antibody titer was 
1 to 7. Repeat blood studies done 3 days later re- 
vealed that a direct van den Bergh’s test was 1.4, 
and the indirect was 3.5. Urobilinogen studies were 
positive. Before discharge the indirect bilirubin was 
1.75, and the direct van den Bergh’s test was 71 
per cent. 

The patient was treated with strict bed rest; high 
protein, moderate carbohydrate, low fat diet; isola- 
tion, with special care of stools and linens; vitamin 
B complex; pyrithamide; ascorbic acid; osteopathic 
manipulation to the lumbodorsal area; and routine 
nursing care. After 5 days in the hospital, the pa- 
tient was discharged to home care and bed rest 
until the remaining small amount of jaundice had 
disappeared. The admission and discharge diag- 
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noses were the same in this case: infectious hepa- 
titis. 


Case 5 e A fairly well nourished 9-year-old boy 
was admitted to the hospital with a complaint, 
related by the parents, of “being yellow in color.” 
The history revealed that the child had been having 
symptoms of nausea and vomiting and vague upper 
epigastric pain for the past week. There had also 
been pyrexia, anorexia, and some complaint of 
headache. The patient had been sent home from 
school the day of admission to the hospital because 
of his altered color. 

On physical admission this 9-year-old boy was 
found to be 48% inches tall and 60 pounds in weight. 
His respiratory rate was 20; blood pressure, 110/50; 
temperature, 98.4 F; pulse rate, 85; and pulse pres- 
sure, 60. Eye, ear, nose, and throat examination re- 
vealed scleral icterus of moderate degree; enlarge- 
ment of the tonsils with some cryptic areas present; 
and posterior cervical lymphadenopathy. Ausculta- 
tion of the heart and lungs revealed no pathologic 
condition. The liver was enlarged and palpable ap- 
proximately 3 fingers below the costochondral mar- 
gin. The spleen was also slightly enlarged. There 
was tenderness in the right upper gastric quadrant. 
The remaining physical and neurologic examina- 
tions had results within normal limits. 

Laboratory results included the following: uri- 
nalysis within normal limits, except for the presence 
of bile; urobilinogen was negative; stools were 
acholic. There were 4.5 million erythrocytes and 
12.55 grams of hemoglobin, and hematocrit reading 
was 40 per cent. There were 4,000 leukocytes, with 
a Schilling differential of 26 per cent segmented 
neutrophils, 73 per cent lymphocytes, and 1 per 
cent monocytes. The bilirubin was 6.4; a direct van 
den Bergh’s test was 76 per cent, and the indirect 
was 4.3. A recheck complete blood count had 
essentially the same results. A thymol turbidity test 
was 9.8; serum glutamic oxaloacetic transaminase 
was 245; cephalin-cholesterol flocculation was plus 
4 in 24 hours. A urobilinogen test was positive, and 
the sedimentation rate was 18. The patient was 
followed with urobilinogen studies and direct and 
indirect van den Bergh’s tests. The last recorded 
of the latter had results of 80 per cent direct and 
3.9 indirect. 

Treatment included strict bed rest, isolation, vi- 
tamin D, regular diet except low in fats, enemas, 
Fleet’s phosphate of soda, hot water bottles to the 
abdominal area, high fluid intake, osteopathic ma- 
nipulation to the lumbodorsal area, and routine 
nursing care. The patient’s progress was such that 
after 10 days in the hospital he could be discharged 
to home care, bed rest, and a regular diet with 
restriction of fat. 

Both admission and discharge diagnoses were 
infectious hepatitis. 


Case 6 e This 5-year-old girl was brought to the 
hospital by her parents, who stated that she had 
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had nausea and vomiting and that she appeared 
to be yellow in color. This change in color had 
begun practically 2 days earlier and had become 
progressively worse. The patient was listless and 
had had a poor appetite. There had been one 
episode of vomiting and complaints of tenderness 
or pain in the upper right quadrant. She had been 
constipated and had had acholic stools. 

This child on physical examination was found 
to be 40% inches tall, 38 pounds in weight. She was 
considered fairly well nourished. Her respiratory 
rate was 24; pulse rate, 120; and her temperature, 
100.6 F. 

The eye, ear, nose, and throat examination re- 
vealed scleral icterus, posterior cervical lymphaden- 
opathy, enlargement of the tonsils with erythema, 
and a mild pharyngitis. Auscultation of the heart 
and lungs had findings within normal limits. Palpa- 
tion of the abdomen revealed an enlarged liver, 
2% to 3 fingers below the costochondral margin, and 
a slightly enlarged spleen. Tenderness in the upper 
right quadrant could be elicited on palpation. The 
stools were acholic and constipated. The remaining 
physical and neurologic findings were within nor- 
mal limits. 

Laboratory studies done on admission showed 
the following: thymol turbidity, 9.1; total protein, 
6.05; albumin, 3.3; globulin, 2.75; and albumin- 
globulin ratio, 1.2; all these findings were within 
normal limits. The direct van den Bergh’s test had 
results of 7.05, and indirect was 9.40 (both ele- 
vated). There were 4.3 million erythrocytes, 11.65 
grams of hemoglobin, and a hematocrit reading of 
43 per cent. There was 7,000 leukocytes, with a 
Schilling differential of 1 per cent stab cells, 53 
per cent segmented neutrophils, 44 per cent lym- 
phocytes, and 2 per cent monocytes. Examination of 
the urine revealed that it was within normal limits, 
except for the presence of bile. Cephalin-cholesterol 
flocculation was plus 3 at 24 hours and plus 4 at 
48 hours. The methylene blue test for bilirubin was 
positive. 

The patient was treated with strict bed rest, 
isolation, regular diet restricted in fat, high fluid 
intake, vitamin B complex, enemas, and laxatives 
to maintain stool activity, osteopathic manipulation 
to the lumbodorsal area, and routine nursing care. 

The patient’s progress was such that after 5 days 
in the hospital she could be discharged to home 
care and bed rest. On both admission and discharge 
her diagnosis was infectious hepatitis. 


Case 7 e A male infant 10 weeks old was admitted 
to pediatric care with the chief complaint, related 
by the mother, “My baby is turning yellow.” 

Past history revealed that this baby had been 
normal until approximately 2 weeks earlier. At that 
time he began to develop “running off’ and then 
began to turn yellow. At the same time his appetite 
had become poor. Anorexia .and lassitude were 
noted, as was irritability. The infant had appeared 
to have tenderness in the upper epigastric area, and 
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had had diarrhea followed by constipation. It was 
also noted on the past history that two other sib- 
lings in this family “both, in the past month, had 
also turned yellow.” 

Physical examination revealed this 10-week-old 
male to be fairly well nourished. His weight was 10 
pounds, 4 ounces. His temperature was 101 F 
rectally, and his respiratory rate was 30 per minute. 
Eye, ear, nose, and throat examination revealed 
otitis media in the right ear with tympanitis. Exam- 
ination of the throat revealed viral blebs and acute 
pharyngitis. Scleral icterus was present. Upon ex- 
amination of the neck, posterior cervical lymphad- 
enopathy was found. Auscultation of the heart and 
lungs had results within normal limits. Examination 
of the abdomen revealed the liver to be 2% fingers 
below the costochondral margin and the spleen 
slightly enlarged. Tenderness was noted throughout 
the abdomen, with distention. The remaining physi- 
cal and neurologic findings were within normal 
limits. The stool examination revealed that the feces 
were loose and yellow. 

Laboratory studies done on admission showed 
bile to be present in the urine. There were 3.7 
million erythrocytes, 8.9 grams of hemoglobin, and 
a hematocrit reading of 27 per cent. There were 
12,000 leukocytes, with a differential of 5 per cent 
eosinophils, 1 per cent juvenile cells, 11 per cent 
stab cells, 31 per cent segmented neutrophils, 43 
per cent lymphocytes, and 9 per cent monocytes. 
The serum glutamic oxaloacetic transaminase test 
had results of 200; the indirect van den Bergh’s 
test was 4.95 (both of these are elevated). Recheck 
complete blood count showed approximately the 
same results. The indirect bilirubin rose to 5.35; 
the urobilinogen was positive. 

Before discharge the bilirubin was 1.95 (within 
normal limits). There were 4.1 million erythro- 
cytes, 9.95 grams of hemoglobin, and a hematocrit 
reading of 32 per cent. There were 10,000 leuko- 
cytes, with a differential of 1 per cent stab cells, 34 
per cent segmented neutrophils, 62 per cent lym- 
phocytes, and 3 per cent monocytes. 

This patient was treated with isolation and bed 
rest, osteopathic manipulation to the lumbodorsal 
area, hot packs to the abdomen, a diet of Nutrami- 
gen and fluids, Chloromycetin, Otosmosan drops in 
the ears, and routine nursing care. The patient's 
progress was such that after 12 days in the hospital 
the icterus had disappeared, and he could be dis- 
charged to home care. 

His admission and discharge diagnoses were the 
same: infectious hepatitis. 


Case 8 e A 15-year-old white girl was admitted to 
the hospital with a chief complaint of nausea and 
vomiting for the past 2 days, as related by the 
parents. 

Physical examination revealed an injected nasal 
pharynx with moderate anterior lymphadenopathy. 
Her lungs were clear, and her heart showed evi- 
dence of a grade I to grade II systolic murmur. 
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The abdomen displayed rebound tenderness in the 
lower midline and tenderness in the right upper 
epigastric quadrant on palpation. The patient's 
color was pale with a slight suggestion of jaundice. 
The remaining neurologic and physical findings 
were within normal limits. The stools were acholic. 

Laboratory findings included 4.4 million erythro- 
cytes, 13.4 grams of hemoglobin, and a hematocrit 
reading of 39 per cent. There were 9,000 leukocytes, 
with a Schilling differential of 3 per cent basophils, 
2 per cent eosinophils, 34 per cent segmented neu- 
trophils, and 61 per cent lymphocytes. Cephalin- 
cholesterol flocculation was plus 4 in 24 hours. The 
serum glutamic-oxaloacetic transaminase was 230; 
the icterus index, 39.9; thymo]l turbidity, 11.5; in- 
direct van den Bergh’s test, 5; direct van den 
Bergh’s test, 3.75; total protein, 6.6; albumin, 4.38; 
globulin, 2.22; albumin-globulin ratio, 1.9; and 
Bromsulphalein retention in 5 minutes was 43.5 
per cent and in 30 minutes, 16 per cent. Urine 
was negative for bilirubin, and urobilinogen was 
1 to 20 in a trace; and the heterophil antibody 
titer was positive in a 1 to 8 dilution. 

A survey film of the abdomen had findings within 
normal limits. The patient was treated by isolation, 
strict bed rest, vitamins B,, and B complex; a regu- 
lar diet restricted in fats; and a high fluid intake. 
Occupational therapy was provided to pass the 
time for this patient. Osteopathic manipulation was 
given to the dorsal-lumbar area, and routine nurs- 
ing care was provided. Control needed for bowel 
function was minimal. 

The patient was discharged after 13 days in the 
hospital to home care and bed rest. The admission 
and discharge diagnoses were the same in this case: 
infectious hepatitis. 


Summary 


The case histories presented here reveal that there 
were six patients who had scleral icterus, followed 
by jaundice, and two patients without jaundice. 
Our youngest patient was an infant 10 weeks old. 
It has been seen clinically that pruritus is present 
in many cases of infectious hepatitis with “increased 
jaundice.” Treatment for the severe itching has 
been unsatisfactory except by using Temaril. This 
medication has clinically controlled the pruritus. 
Bed rest until jaundice disappears is essential. Os- 


teopathic manipulation of the lumbodorsal area has 
improved the recovery rate. 

It has been my conclusion that many cases of 
acute gastroenteritis so diagnosed in the past sev- 
eral years may actually have been “infectious hepa- 
titis without jaundice.” As methods for diagnosis 
improve for infectious hepatitis, it is assumed that 
it will be reported as a much more common infec- 
tion, to be diagnosed and cared for by the physician. 
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The osteopathic profession: 


It is separate 


The “separate and distinct” policy of the American 
Osteopathic Association has been subjected to 
much misunderstanding. “Separate” refers prima- 
rily to its organizational position, while “distinctive” 
relates to its contributions to the science of medi- 
cine. The separate position of the profession is 
necessary for the maintenance and development 
of its distinctive phases. 

The foundations of the osteopathic profession 
as a separate and independent organization are 
sound. Throughout its history, the American Osteo- 
pathic Association has proclaimed its opposition 
to the theory that medical care of the people 
should be controlled by one single interest. Medi- 
cine today is so complex and so much a part of 
everybody’s business that the existence of more 
than one nationally organized medical profession is 
not only desirable but necessary. 

The position of a minority, whether in govern- 
ment or medicine, is too often misunderstood. A 
minority voice is not perforce one of opposition. 
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A minority’s contribution should not be merely 
approval or disapproval, but rather one of subjec- 
tive and objective evaluation. 

Organized osteopathy occupies a unique position. 
Its official role is that of a service organization, 
rather than that of a trade association. Therefore, 
quite naturally, its chief emphasis is upon the qual- 
ity of the service it renders rather than upon the 
method by which the service is provided. 

The American Osteopathic Association is the only 
national organization of physicians enrolled under 
the Social Security Act. This was accomplished sev- 
eral years ago by the overwhelming majority vote 
of its House of Delegates. 

The American Osteopathic Association is vitally 
concerned with the cost of medical care. Last July 
in Chicago it sponsored, through its Committee on 
Health Care Plans, a forum on health care and 
medical insurance plans. The A.O.A. does not 
raise the cry “socialized medicine” every time any 
group or government agency considers means and 
methods for prepaid health insurance. Few would 
disagree with the statement that the complete gov- 
ernment control of medicine is undersirable. How- 
ever, governmental co-operation and governmental 
domination are two different things, and it is 
ludicrous to oppose governmental domination on 
the one hand and support a medical monopoly on 
the other. The public is becoming increasingly 
aware of this inconsistency. 

The osteopathic profession has elected to main- 
tain a separate organization because it believes 
that the destiny of osteopathic medicine and its con- 
tributions to health care are best served by those 
interested in the profession’s development rather 
than in its destruction. It believes it can best func- 
tion from the position of service rather than as a 
trade association. It believes that no organization 
can afford to hide its head in the sand and com- 
plain of the darkness. 

Organized osteopathy can best fulfill its destiny 
by continuing to foster its ideals of service. Its 
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separate position will only be as strong as its 
public service. To improve this service is the goal 
of the osteopathic profession. 


Osteopathic medicine: 


It is distinctive 


The distinctiveness of osteopathic medicine relates 
largely to its scientific contributions. The American 
Osteopathic Association maintains its separateness 
because it is the sole organization dedicated to the 
development of these distinctive contributions. 

The totality of the principles of osteopathic 
medicine constitutes its distinctiveness rather than 
the uniqueness of any of its parts. The profes- 
sion’s contributions transcend what is implied in 
the phrase “osteopathic concept.” Osteopathic medi- 
cine provides an anatomic (structural )-physiologic 
(functional) approach to medical practice. Its 
philosophies are pertinent to all fields of medical 
science and provide a basic framework for their 
truly ecological development. 

Osteopathic medicine’s distinction too often is 
equated with a single therapeutic modality. De- 
velopment of manipulative therapy by the osteo- 
pathic profession is an outstanding achievement, 
but it has become a trade-mark. As such it is no 
more accurately descriptive than trade-marks in 
general. It is the philosophy which encouraged the 
development of the therapy that overshadows all 
else in importance. 

Episodic medicine holds the center of medical 
practice today. Episodic medicine is important, as 
acute problems of disease require skilled and 
prompt attention. However, if medicine is to ful- 
fill its goals, it must not be content with merely 
saving man from one emergency in time for an- 
other. Recognition of the unity of the body, of 
man’s internal mechanisms for the maintenance 
of health and the resistance to and eviction of 
disease, and of the importance of the relationship 
of the musculoskeletal system to other body sys- 
tems is not the exclusive property of any group of 
physicians. However, the osteopathic profession is 
the only organized group in the history of medicine 
to attempt to incorporate this knowledge into a 
comprehensive philosophy for medicine. 

Osteopathic medicine with its anatomic-physio- 
logic orientation is as authentic as the latest text- 
book in anatomy and as new as the latest discovery 
in physiology. Its distinctiveness lies not in the 
uniqueness of its parts but in the breadth of its 
approach. Organized osteopathy chooses to remain 
separate because it is the only medical organiza- 
tion presently capable of providing the proper en- 
vironment for the continuing advancement of 
osteopathic medicine. The purpose of osteopathic 
separateness and distinctiveness is to provide health 
care from a view not now recognized in its totality 
by any other group. 
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An approach to 


musculoskeletal problems 


The role of the musculoskeletal system in health 
and disease has been a major interest of the oste- 
opathic profession since its beginning. In recent 
years, medicine in general has also realized the 
importance of this system. With the appointment 
of Dr. Janet Travell as the White House physician 
to President Kennedy, public attention has been 
drawn to its importance. 

In this issue of THe JourNat is an article of con- 
siderable importance, written by Charles Jenkins, 
D.O., of Beverly Hills, California. It is titled “Myo- 
fascial Therapy: An Approach to Musculoskeletal 
Problems.” With unusual clarity, Dr. Jenkins dem- 
onstrates some of the problems relating to the 
chronicity of joint dysfunctions. His case histories 
and analyses provide important insight into his 
theories and practice. The envolvement of his thesis 
provides an important contribution to the manage- 
ment of postural instability within the broad con- 
fines of the physiologic concepts of osteopathic 
medicine. 

Considerable emphasis in the past few years has 
been placed on the need for osteopathic literature. 
In a recent series of letters, we have defined oste- 
opathic literature as falling essentially into two 
categories. 

The first comprises articles focused on the special 
contributions of the osteopathic school of medicine. 
This in no way connotes a restriction to articles re- 
lated to the use and application of manipulative 
therapy. The integration of the physiologic concepts 
inherent in the osteopathic philosophy of health 
and disease is a factor of prime importance in the 
general care of patients. 

In the second category are articles which reflect 
the actual observations and experiences of oste- 
opathic physicians in any field of medicine. For 
example, the fact that an osteopathic physician 
reports management of 50 cases of tubal pregnancy 
identical to that used in one of the major medical 
centers of this country in no way invalidates his 
contribution to medical literature in general or to 
osteopathic literature in particular. 

Dr. Jenkins’ paper falls into both categories to a 
degree, and therefore his contribution is an unusu- 
ally significant one. 


A physician’s holiday 


The giving and receiving of gifts are an integral 
part of the holidays. Stores and sidewalks are filled 
with crowds of Christmas shoppers. The giving and 


receiving of gifts bring a warm inner glow. Holi- 
day time is a happy time. 

Each year thousands of words are written ex- 
pressing the desire to extend the “spirit of Christ- 
mas” throughout the year. Carolers sing “Peace on 
earth, good will toward men.” Millions of children 
await with expectant joy the coming of Saint 
Nicholas. 

For physicians there is no holiday from death 
and disease, yet the joy of giving and receiving 
permeates the lives of all true physicians who care 
for their patients. Doctors in these modern times 
can bring blessings to the sick which were unknown 
scarcely a decade ago. Modern medical techniques 
and the manifold contributions of science to medi- 
cine provide a great array of gifts for the physi- 
cian to bestow on his patient. Life has become 
physically less painful and life expectancy has 
lengthened. X-rays probe the hidden recesses of the 
body to detect disease in its beginnings, thus 
bringing comfort and help to many. Yet with all of 
these advances, the doctor's greatest gift is the gift 
of himself, of giving of himself beyond the patient’s 
immediate requirements. 

The holidays are thought-provoking times. They 
direct one’s attention from the material to the 
eternal. And the eternal qualities of being a physi- 
cian are the greatest gifts of alll! 

As science and medicine have progressed, there 
has been an alarming tendency toward depersonal- 
ization of patients. All too often sick people are 
treated as malfunctioning robots by a form of im- 
personal, mechanized medicine. It seems to have 
been forgotten that behind each laboratory test is 
a person not unlike the physician himself, a result 
of the composite forces of his civilization. There 
is no antibiotic as potent as the faith that a patient 
can have in his doctor. There is no anodyne as 
comforting as reassurance and hope. No diseased 
organ so affects the health of man as the hidden 
fears of life. The diagnostic. test has yet to be in- 
vented which will accurately reveal the broken 
heart of the mother of a delinquent son. 

As we approach this holiday season, we should 
contemplate the basic ingredients of a physician’s 
service. The gifts of science are but a part of 
the physician’s ministry to mankind. The ingre- 
dients of holiness in a physician’s holiday add 
depth to his life and to the lives he contacts. The 
techniques of medicine are manifold but the ob- 
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ject is singular. A physician’s holiday, like all of his 
other days, should be a rededication of purpose 
for the care for his fellow man. 


The saga of a snowflake 


A knowledge of snowflakes is not a prerequisite for 
an editor. Study reveals, however, that a snowflake 
is a crystal which has six rays. Despite this con- 
sistency, no two snowflakes have ever been found 
to be exactly alike. Authorities tell us that large 
snowflakes, combinations of crystal fragments, have 
been found to measure 4 inches in diameter. 
The white color of snow is due to the reflection of 
light by the tiny surfaces of the crystals. In keep- 
ing with the approaching holidays, it has been 
reported that red and green snow has been known 
to fall in several arctic regions. These technicolor 
displays result from the presence of tiny living 
things in the snow. 

Snow is a very important ingredient in our lives 
because it provides water for streams, electric 
power plants, and irrigation reservoirs. In fact, 
man has made such a study of the snowflake that 
in 1946 a research scientist was able to create the 
first artificial ones. Not to be outdone by research 
scientists, the osteopathic profession this year has 
produced its own artificial snowflakes. 

Osteopathic medicine’s snowflake appears on the 
1961 Christmas seal which is being used to develop 
loans for osteopathic students as well as much 
needed funds for osteopathic research. Under the 
promotional direction of the Auxiliary to the Amer- 
ican Osteopathic Association, it is hoped that 
these snowflakes will provide the power of $75,000 
to be divided equally between the research and 
student loan programs. The annual Christmas seal 
of the osteopathic profession provides an oppor- 
tunity for the profession and the public alike to 
share in the privilege of giving for the development 
of osteopathic medicine. Each osteopathic physi- 
cian has the responsibility of using the seals him- 
self and interesting the public that he serves in 
their use. 

The holiday season is the time for giving and a 
time for others. The Auxiliary to the A.O.A. has 
set the goal. Let us co-operate in meeting it. 
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Editorial comment 


Perhaps the most interesting article to come across 
the Editor’s desk recently is an editorial by Rodman 
C. Jacobi, M.D., which was published in the Bulle- 
tin of the Oakland County [Michigan] Medical 
Society. Dr. Jacobi writes as follows: 


In recent months the news has been full of the M.D.-D.O. 
merger action in California. On the surface it seemed that 
a gradual, nation-wide amalgamation was well underway. 
This, however, is far from the truth. The prompt and 
vigorous reaction of the American Osteopathic Association 
made it quite clear that they were not in sympathy with 
so much solicitous benevolence on our part. As a starter, 
they levied stiff assessments on all members of the AOA 
for a legal war-chest to get the renegades back in the fold. 
They further made it clear that they wanted no part of 
the AMA and would fight all merger efforts to the highest 
court in the land. 

Why should they be so antagonistic and unco-operative? 
The plain fact of the matter is that we need them more 
than they need us, whether we want to accept it or not. 
Losing their identity would be detrimental professionally 
and economically. And since they are doing well now, why 
should they join us and assume a position at the bottom 
of the totem-pole? This would hardly be in their best inter- 
ests. In addition, the squeeze put on general physicians in 
M.D. hospitals has not gone unnoticed and, if anything, 
has hurt our chance to be convincing. Whatever else we 
might think, the D.O. is succeeding, and succeeding well, 
despite the smug, uninformed arguments about poor back- 
ground, inferior training, and all the rest. Therefore, it 
seems to me that it is timely and reasonable to ask ourselves 
why. ... [Italics supplied.] 

One might well ask, “Why has the public taken to the 
osteopath in such large numbers?” The reasons to me are 
quite obvious. His availability and alacrity in responding 
to the patients’ needs have won many friends and are pri- 
mary factors. In addition, osteopathy has mushroomed since 
World War II because of our own myopic policy. Prior to 
and during that war, the AMA prevailed upon Washington 
to commission only M.D.’s because D.O.’s were “not quali- 
fied” to be medical officers. As a direct result, the D.O.’s 
were left to care for the public while the M.D.’s were 
away in service. Mixed staffs at Lapeer and other community 
hospitals in Michigan are a direct result of this shortsighted- 
ness. Such information should not only come as a shock 
but should also suggest that a prompt change in government 
policy is in order. Otherwise, many of us may be donning 
uniforms while the local “immune” D.O. carries on our 
practices as usual. That he is perfectly able to do so has 
been amply demonstrated; make no mistake about that. 

It seems clear, then, that the D.O. has achieved a stature 
we must recognize and deal with intelligently. To do this, 
we must first adopt the premise that good medical care is 
our mutual aim and proceed from there. Doing otherwise 
will only result in failure of negotiations and a disservice 
to the public at large. The choice is ours and it must be 
made without further delay. It may be too late even now. 


On a Sunday evening, July 18, 1948, the House of 
Delegates of the American Osteopathic Association 
convened in Boston. At that time, there was also a 
“California situation.” A group of D.O.’s had formed 
the Pacific Medical Association, established a med- 
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ical school, and begun conferring M.D. degrees. 
The transcript of that 1948 meeting, held only 11 
years before a similar situation was brought to the 
attention of the House of Delegates on a July Sun- 
day night in Chicago, contains some very interest- 
ing passages. 

An outstanding California member was ill that 
year and unable to attend the meeting of the House 
of Delegates. However, he was so moved by the 
seriousness of the situation in his state that he 
prepared a long statement which was read into 
the record of the 1948 House of Delegates. 

In discussing the value of an M.D. degree, this 
osteopathic policy maker had this to say: 


...it might be well for us to stop and appraise the situation 
and determine what it is that causes people to get the idea 
that the addition of an M.D. degree to their D.O. degree or 
the changing of their D.O. degree for an unrecognized M.D. 
degree would be of value to us or to them. I think it would 
be interesting to try to understand the thinking of the people 
who do this. To this I have given some considerable thought 
and it is my opinion that you can put the problem into four 
categories. First, an M.D. degree will improve their social 
position. Second, it will improve their economic position. 
Third, it will improve their political position. And lastly, it 
will improve opportunities for postgraduate education. I 
think I need not go into the various arguments pro and con 
in connection with these four categories. ...I would, how- 
ever, like to state that in my opinion there isn’t a single one 
of these four categories in which an M.D. degree would 
add any advantage over the D.O. degree which they now 
have. In most instances, it would be outright harmful to 
the interests they propose to improve. ... [Italics supplied.] 

Now, in determining the advantages that could be gained 
from an M.D. degree of either kind mentioned, we need 
first, I think, to go back and consider the progress we have 
made in establishing the D.O. degree. In most states we 
have established osteopathy as a complete system of therapy. 
For those people who represent: themselves to the public 
for what they are, I am unable to see that they have lost 
any social, political, economic, or educational prestige. Of 
all of these categories, the only one in which we have not 
established ourselves is adequate postgraduate education. 
It is my understanding that slowly but surely the osteopathic 
schools are improving their postgraduate facilities. It is 
going to take time to establish the kind of postgraduate 
education that we feel we need, but certainly, in the course 
of time, it will come... . 


Being almost prophetic in his pronouncements, 
this leader of the 1948 House of Delegates sug- 
gested very pointedly what the various states and 
national osteopathic associations should do in case 
any “minority group or majority group starts dis- 
cussions of this kind off the record.” 

The farsighted 1948 recommendations of the Cali- 
fornia D.O. stand in sharp contrast to those of 1961. 
He said: 


...the thing to do is to bring it in to the Association and 
put it on the record and let the various state and national 
associations determine what the policy is to be. If, after 
determining the policy, we find that certain members of 
the profession are, as we surely will find, violating these 
policies, then it seems to me that there is only one thing 
to do and that is for the specialty boards, the hospital boards, 


the associated colleges, the state associations, the national 
association, all to get tough and take proper disciplinary 
action. I think we should all be getting mighty tired of 
seeing members of our profession enjoying all of the rights 
and privileges which organized osteopathy has fought for 
and obtained for them, and then see that same group dealing 
unofficially with members of the old school of practice in 
an attempt to sabotage the organization which made them. 
The only way we are going to stop individuals doing things 
of that kind is to have policies established and regulations 
established for instituting disciplinary action and then hav- 
ing the courage to take such disciplinary action. It seems 
to me that this should be a must on our program and will 
have to be a must on our program. 


In conclusion, this osteopathic physician said: 


Gentlemen...it is my opinion that the public and the 
legislators think much more of the osteopathic profession 
than the osteopathic profession thinks of itself. It is my 
opinion that if we could keep as large a percentage as 
75 to 80 per cent of the profession establishing policies 
and standing back of those policies and supporting its con- 
stituted representatives, that the old school of practice can 
never defeat us. As has been very tritely said by one mem- 
ber of our profession, they will never whip us except by 
dissension or mischief within our own organization. And the 
danger has been and still is that certain gullible people 
within our own organizations seek and deal unofficially with 
members of the old school of practice, whose sole objective 
is to sow discontent, dissension, and discord within our own 
organization. 


Isn't it interesting that these remarks are the 
words of Glen D. Cayler, D.O., one of the archi- 
tects of the 1961 California conspiracy. How opin- 
ions change! 


Conversion has its ironic aspects. A recent letter 
addressed to the members of the faculty of the 
College of Osteopathic Physicians and Surgeons in 
Los Angeles by W. Ballentine Henley, its presi- 
dent, poses some provocative questions. In his letter, 
dated August 18, 1961, Dr. Henley had this to say: 


After a summer spent with people in New York, Michigan, 
Illinois, Washington, D.C., etc., who are interested in train- 
ing people for the health care of the nation—after almost 
a year discussing medical education with educators and 
politicians, it seems that some down-to-earth thinking is 
necessary on the part of the entire faculty. 

What kind of a school do you want? 

What kind of a doctor do you want to produce? 

Oddly enough in the field of medicine, they are not 
interested in just another medical school. The question is 
constantly asked, “How could this school be different from 
any other medical school?” The irony of the situation is 
that for years we have been trying’ to be like medicine 
and now when we are getting on a closer relationship, we 
find them asking, “How are you going to be different?” 
[Italics supplied.] 

Again, the question is always asked, “What does your 
faculty think?” It is not what the Dean or the President 
thinks, that, apparently, is important. It is what the rank 
and file of the faculty think. 


Could it be that the distinctiveness of osteopathic 
education is an asset after all? That it is has al- 
ways been the contention of the osteopathic pro- 
fession. 
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From Cap d’Antibes, France, comes an interesting 
story, published in the Cleveland Plain Dealer, 
September 9, 1961. It concerns the immensely 
wealthy Begum Aga Khan. In telling a columnist 
of her many interests and hobbies, the 50-year-old 
wife of the late Aga Kahn drew attention to the 
swimming pool which she designed. Describing 
this most luxurious swimming pool, the writer 
points out that it was built for exercise for back 
trouble that kept the Begum “in pain for 10 years.” 
The writer noted that “it sounded very much like 
President Kennedy's back problem, only she 
avoided an operation.” The Begum gave the noted 
Paris osteopathic physician, William J. Douglas, 
full credit for her recovery. 


Phenylketonuria is difficult both to spell and to 
pronounce. However, it is a disease which physi- 
cians, and particularly pediatricians, will be hearing 
more about. Katherine B. Oettinger, chief of the 
Children’s Bureau, has recently announced a long- 
range collaborative study of the effects of the re- 
cently discovered disease of children. It is an inborn 
metabolic error and can lead to serious mental 
retardation if not detected very early in life. If it 
is found soon enough, it can be controlled by a 
special diet. During the past year, clinics have 
found at least 25 infants with this condition. They 
were discovered at an age at which retardation 
could be prevented. 

Recently Pediatrics reviewed the material on 
phenylketonuria which had been published up to 
December 1959 and reported that four times as 
many of those treated before 16 months of age had 
an IQ above 60 as those treated between 16 months 
and 3 years of age. None of the group receiving 
early treatment had seizures, and more had normal 
electroencephalograms. 

In an effort to bring about early recognition of 
this disease, the Illinois Council for Mentally Re- 
tarded Children is urging that mothers talk to their 
doctors about a “diaper” test before their babies 
are a month old. . 

In this issue of THE JouRNAL is a timely article 
by Dr. Richard Mercer. He points out that any 
physician dealing with infants should be acutely 
aware of this disease. Unlike so many congenital 
problems, phenylketonuria can be controlled. Meth- 
ods of recognition and proper treatment should be 
known by every physician. 


At the AMA Institute in Chicago on September 1, 
1961, Edwin J. Holman, director of the Department 
of Medical Ethics of the American Medical Asso- 
ciation, gave a talk on osteopathy. He made these 
statements: 


A few words of clarification of the California Plan are still 
needed. That plan‘is one of unification, or merger or amalga- 
mation. When it is completed there will be no question of 
voluntary, professional associations between doctors of med- 
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icine and osteopaths. The majority of doctors of osteopathy 
will have qualified for and obtained a degree of doctor of 
medicine. The few osteopaths who continue to practice in 
California, by their decision not to obtain an M.D. degree, 
will have signified that they are not practicing according to 
the same scientific principles of members of the AMA. 

The California Plan is not a program to permit voluntary 
professional association between doctors of medicine and 
osteopaths. It is a program to permit osteopaths to become 
MD’s under prescribed conditions. It is a program looking 
to the unification of those practicing the healing art without 
limitation. [Italics supplied.] 

There are substantial indications that other states will 
soon consider this matter. However, it is only proper to 
await their announcement of this fact before commenting 
on their problems or their programs. . 

In summary it may be recognized ‘that the California 
program is at one end of the spectrum and the Kansas and 
New Jersey programs are at the other end. The extremes 
have been adopted already. The remaining states may elect 
one extreme or another or take any course in between. The 
field is wide open. 


It is a matter of record that the American Osteo- 
pathic Association will support programs similar to 
those adopted in Kansas and New Jersey and con- 
tinue to oppose vigorously such programs as the 
one proposed in California, which, as Mr. Holman 
says, is “not a program to permit voluntary profes- 
sional association between doctors of medicine and 
osteopaths.” 


Senator Roswell P. Bates, of the State of Maine, 
has been appointed to the New England Board 
of Higher Education. Senator Bates is an osteo- 
pathic physician, a graduate of the Philadelphia 
College of Osteopathy. A past president and past 
secretary of the Maine Osteopathic Association, he 
has also served on the Board of Trustees of the 
American Osteopathic Association. He was ap- 
pointed to the NEBHE for a term of 6 years by 
Governor Reed of Maine. 

The New England Board is an_ interstate 
agency which seeks to improve and expand higher 
educational opportunities for the young men and 
women of the region. Although interested in the 
whole field of higher education, it has in its brief 
5 years of existence interested itself primarily with 
increasing opportunities for young people to enter 
careers in health services. 

This appointment is not only an outstanding 
recognition for Senator Bates but for the osteopathic 
profession as well. Dr. Bates has served his pro- 
fession and his state with honor and distinction. He 
continues to do so. 


Constitution week celebrations were held all over 
the country in mid-September. In St. Johnsbury, 
Vermont, a distinguished osteopathic physician was 
chairman of the special committee appointed by 
the Daughters of the American Revolution to cele- 
brate the event. Dr. Eva Magoon Somerville has 
long served the osteopathic profession. Her recent 
service and celebration of this important event were 
outstanding evidence of her civic interest. 
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Dr. Somerville’s message to the people of St. 
Johnsbury was so excellent that we would like 
to share some of it with you. She said: 


We view a copy of the Constitution with reverence and 
patriotism swelling in our hearts because of the strong minds 
of our great founding-fathers who worked so hard and long 
to have the document as perfect as possible. Many new 
nations have patterned theirs on ours, and we must ever 
recognize with pride, that men like William Gladstone have 
said “the American Constitution is, so far as I can see, the 
most wonderful work ever struck off at a given time by the 
brain and purpose of man!” 

May we today rededicate ourselves with sincerity and 
humility and thankfulness to God, to our duty and our 
privilege under our form of government, to keep our ideals, 
to honestly face our daily tasks, so that our deeds will do 
credit to us as Americans. May we in this Constitution Week, 
set our sights high again toward the target of unselfishness 
and justice. May we strive to aid our public officials of 
today to be real statesmen, and may we realize that we as 
individuals are responsible for the saving of our Constitu- 
tion and what it represents from all possible enemies. 


In troubled times such as these, inspirational 
messages of this type are needed. It is hoped that 
all will take this one to heart. 


New Medical Materia, in its September 1961 issue, 
carries an article by Robert D. Anderson, D.O., 
former trustee of the American Osteopathic Asso- 
ciation. Under the title, “Merger of MDs and DOs 
Would Create a Medical Monopoly,” Dr. Anderson 
clearly states the case for the osteopathic profes- 
sion. The wide distribution of the article afforded 
by New Materia Medica should be most helpful 
in projecting the position of the American Osteo- 
pathic Association. 


Mental health continues to be a growing problem 
in the United States. According to the U.S. Public 
Health Service, funds budgeted for community 
mental health services throughout the United States 
in 1961 totaled $91 million, an increase of about 100 
per cent since 1957. In 1 year alone, between 1960 
and 1961, total federal, state, and local funds budg- 
eted in state plans for these purposes increased 
by 41 per cent, from $65 million to $91 million. 
The latter figure included federal funds amounting 
to $6 million—less than 7 per cent of the total. 
Ten years ago, federal funds accounted for 27 per 
cent of total budgeted funds. 

Fear, frustration, and futility seems to stalk the 
minds of men. Perhaps mankind is finding itself 
less self-sufficient than formerly. Perhaps man needs 
to center his beliefs on something greater than 
himself. Perhaps all of this is a disease of our 
affluent society. 


“Who wants to be an image, anyway?” This is the 
title of an editorial appearing in Medicine at Work, 
published by the Pharmaceutical Manufacturers 
Association. In this stimulating editorial, the ques- 


tion “How valid is an image?” is posed. Much has 
been written recently concerning the image of med- 
icine. Within our profession, much also has been 
said about the image of osteopathic medicine. 

Perhaps the best comment on this topic is made 
by the editors of Medicine at Work in their con- 
cluding paragraphs: 


The devoted disciple of healing—working hard at his art 
and science, honing his skills for the love of it, empathizing 
because that is his nature—does not need the image gim- 
mick to salve any imaginary flaw of conscience about how 
he is projecting. There are more such dedicated men and 
women in health than the fingerpointers of imagery would 
have the world believe. 

Providers of health care and services, like their recipients, 
are living organisms. As beings, they stand in full dimension; 
as images, they flop over in shadow flatness. 


A wise and thoughtful statement. 


The Executive Secretary of the Osteopathic Col- 
lege of Ophthalmology and Otorhinolaryngology 
recently sent a letter to its members concerning 
requirement for membership in a specialty college. 
The College’s constitution reads, “He shall have 
been a member in gogd standing of the American 
Osteopathic Association and his divisional society 
for three years or more... .” 

Dr. Arthur A. Martin, the College’s executive 
secretary, comments to the membership: 


The defection of a segment of our profession with subse- 
quent loss of some names on our roster has given prominence 
to this section of the Constitution. It should be understood 
by all that this is not a new or unique situation. Members 
have been dropped for this reason, among others, through 
the years. [Italics supplied.] 

Your Board of Governors in proper session and after due 
deliberation, feels it is in the best interests of the College 
to retain the present requirements for membership. As it 
has always been in the past, the sentiment of the Board of 
Governors is that the door must always be kept open for 
any former members who desire to return to the College. 

As a College we have fond regards for all past members, 
and any who wish to return by proper form will be heartily 
welcomed. If any such colleagues wish to join us in the 
future for the social and educational aspects of our con- 
ventions, they are assured of a cordial welcome. 


This is firm but friendly support of the policies 
of the American Osteopathic Association. In fact, 
it is characteristic of A.O.A. policies, both in its 
firmness and in its friendliness. 


Time Capsule. Fifty years ago, in THE JouRNAL OF 
THE AMERICAN OsTEOPATHIC ASSOCIATION, Novem- 
ber 1911, considerable editorial space was devoted 
to the demise of homeopathy. The psychological 
warfare against the homeopaths described in 1911 
is pertinent to our time. The editorial points out that 
the decadence of homeopathy was due to the fact 
that the homeopath was persuaded that he belonged 
to a sect and that in so belonging he was a reflec- 
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tion upon the noble science of medicine. He was 
told that maintenance of the group showed a divi- 
sion where division should not exist. When he was 
persuaded to remove “homeopathy” from his sign, 
his profession had passed from the earth so far 
as the public was concerned. The editorial goes 
on to make this revealing comment: 


Having lost its aggressiveness and distinctiveness and having 
apparently become ashamed of its name, it has ceased to 
appeal to the best equipped young men as a field for 
activity, hence their colleges are not recruited as the allo- 
pathic colleges are....The moral in it for the osteopathic 
physician is that the public need not be expected to be 
greatly interested in a system which apparently has not 
the respect of its own practitioners. The public, if it wants 
osteopathy, will want it from an osteopathic physician and 
from one not ashamed of his name. If osteopathy grows, 
it will grow from developing that which is distinctive about 
it and not because of what it borrows from the medical 
profession. 


Wise words for 1961. 


Twenty-five years ago. Some of the outstanding 
articles in the November 1936 JourNaAL were writ- 
ten by osteopathic physicians who command our 
respect today. In that issue were articles by Drs. 
W. F. Strachan, Martin C. Beilke, J. S. Denslow, 
and R. N. MacBain. 

On the editorial pages attention was being given 
to a series of articles entitled “Sacrarthrogenetic 
Telalgia,” which appeared in The Journal of Bone 
and Joint Surgery. Apparently the terminology of 
osteopathic physicians was under attack at that 
time. The editorial points out the similarity in termi- 
nology used in the article in The Journal of Bone 
and Joint Surgery and that used by the osteopathic 
profession. The medical writers did not seem to 
feel that this terminology kept them from being 
understood by their confreres. 

Although it is true that the osteopathic profession 
should continue to develop “acceptable” terminol- 
ogy, we must not create a problem greater than 
now exists. Many terms in osteopathic literature are 
not nearly as confusing as some of our critics would 
lead us to believe. We must not become so preoccu- 
pied with words that we forget the necessity of 
giving them meaning. 

Moving closer to the present time, THE JouRNAL 
for November 1951, 10 years ago, carried a detailed 
study conducted by Dr. Wallace M. Pearson, a 
member of our present A.O.A. Board of Trustees. 
His article, “A Progressive Structural Study of 
School Children,” an 8-year study of children in 
the rural areas of Adair County, Missouri, should 
be restudied by every osteopathic physician. Many 
of his findings are confirmed in a recent book by 
Kraus and Raab titled “Hypokinetic Disease.” Dr. 
Pearson’s finding of the high incidence of postural 
defects in school children antedated that of Kraus 
and Raab by 10 years. Both the 10-year-old article 
and the 1961 book deserve serious study. 
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Conference on 


Health Insurance and 
Medical Care Plans 


The Conference on Health Insurance and Medical 
Care Plans held in Chicago on July 7 and 8, 1961, 
was sponsored by the Committee on Medical Care 
Plans of the American Osteopathic Association,’ of 
which Dr. Theodore F. Classen is chairman. Dr. 
Classen was general chairman of the Conference; 
Richard L. Wysong, Ph.D., professor of history, 
Central Michigan University, was program co- 
ordinator; and Mr. Milton McKay, A.O.A. general 


Fee schedules and major medical 

expense insurance: The standard 

of “reasonable and customary” 
fees and related problems 


GEORGE W. LANE, JR.,* Assistant Vice Presi- 
dent, Group Insurance, Metropolitan Life Insurance 
Company, New York, New York 


With the rapid evolution surrounding the providing 
of medical care and its cost, has come an equally 
rapid change with respect to the manner in which 
this cost is borne. The effect on private voluntary 
health insurance is great but the business has re- 
sponded to the challenge with which it has been 
confronted. 

The desirability of health insurance is widely 
accepted in the United States today and over 50 
per cent of the population enjoy some type of pro- 
tection. As the feasibility of new and more liberal 
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counsel, was the staff director. Section moderators 
were Drs. Classen, J. H. McCormick, A. A. Ferris, 
W. C. Andreen, and R. D. Anderson. 

The papers of Dr. Wysong; Mr. Jay C. Ketchum, 
executive vice president of Health Service, Inc., and 
Medical Indemnity of America; and Mr. J. F. Foll- 
mann, Jr., director of information and research, 
Health Insurance Association of America, were 
published in the October Journau. Papers of other 
participants will be published in the December 
issue. 

It is hoped that this material will inspire discus- 
sion of objectives, problems, and developments of 
health insurance and medical care plans in other 
groups, thus extending the benefits of the Confer- 
ence. 


types of coverage has been demonstrated, voluntary 
insurance plans have grown rapidly in numbers and 
comprehensiveness. In no small measure this rapid 
growth has resulted from the flexibility and effec- 
tiveness with which experimentation could be car- 
ried on because of many different agencies operat- 
ing under a great variety of conditions and covering 
diverse groups of persons. 

An indication of the increasing effectiveness of 
voluntary health insurance is found in the compara- 
tive recent extension of the more traditional forms 
of insurance coverage so that greater protection 
is afforded the public against the more serious or 
catastrophic medical costs which often cannot be 
budgeted against by the average person and which 
can seriously impair or wipe out individual re- 
sources. 

I have reference, of course, to the development 
and spread of major medical expense insurance. 
Major medical expense insurance was devised to 


* supplement or replace traditional plans which pro- 


vide protection primarily against what may be 
called the ordinary cost of medical care. 

Most criticisms of these latter plans, the basic 
hospital, surgical, and medical insurance plans, 
have centered about the fact that the scope and 


level of coverage have been too limited. The med- 
ical services provided, or for which reimbursement 
is made, are largely, though not wholly, restricted 
to in-hospital treatment. Many types of expendi- 
ture are not covered. No adequate provision is made 
for many elements of modern medical treatment, 
such as extended and expensive therapies, private 
nursing, et cetera. Moreover, most of these policies 
contain restrictions as to duration of benefits as 
well as allowances for particular services. For in- 
stance, 

1. Reimbursement of hospital room and board 
charges, to the extent of a fixed amount, for a 
limited period 

2. Reimbursement of other hospital charges up 
to a fixed dollar maximum 

3. Reimbursement of surgeons’ fees according to 
a schedule 

4. Reimbursement of doctors’ fees within fixed 

limits. 
Thus, these policies, designed chiefly for short- 
term cases, often leave patients with substantial 
bills to be paid out of pocket when it comes to 
meeting the costs of a really serious illness. 

The limitations of these traditional plans stimu- 
lated a search for a more comprehensive solution 
to the problem, particularly to protect against the 
financial hardship brought on by serious accident 
or prolonged illness, rather than to provide for 
small, routine, budgetable items of medical care. 

Major medical expense insurance is designed 
especially to provide a more adequate level of 
benefits for more serious and costly accidents and 
illnesses and on the basis of a reasonable level of 
premium rates by screening out smaller expenses 
which a family can meet from current income or 
savings and by giving the individual a personal 
stake in keeping the costs of his medical expenses 
within reasonable bounds. 

This is not to say that the traditional hospital, 
surgical, and medical insurance plans do not serve 
a useful and important role in financing medical 
care costs. Every effort has been made to increase 
the level of benefits provided thereunder and to 
increase the number of specific areas for which 
reimbursement would be made. As a result, the 
amounts of benefits generally written today for the 
traditional hospital, surgical, and medical insurance 
plans appear quite adequate for the purposes in- 
tended. However, reliance here, of necessity, must 
be on built in controls and it was out of the recog- 
nition of these inherent limitations that the con- 
ception and development of major medical expense 
insurance came about. 

An entirely new concept has evolved. The earlier 
and conventional segmented approach has been 
supplanted by a blanket approach. Major medical 
expense insurance takes this blanket or broad ap- 
proach. It covers a much wider expanse of medical 
care expenditures, whether in or out of the hospital, 
without any internal limits; that is, there are no 
inside limits attempting to describe how much of 
the maximum benefit may be used up for hospital 
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charges or the like, nor are there surgical fee 
schedules which might affect either the selection 
of the surgeon or the type or quality of service. 

In the time allotted to me, it would hardly be 
possible for me to describe the diverse forms and 
variations the major medical expense insurance 
coverages presently assume. However, I feel that 
the brief sketch I have to offer will give you a 
good outline of the concept, scope, and effect of 
this coverage. 

Major medical expense insurance plans are of 
two types, the supplementary and the compre- 
hensive. The supplementary major medical expense 
plans are added, so to speak, on top of traditional 
basic hospital, surgical, and medical plans. They 
provide reimbursement for covered expenses in 
excess of basic plan maximums. Comprehensive 
major medical expense plans provide the coverages 
of the basic hospital, surgical, and medical plans, 
together with the major medical coverage, in a 
single package. Whether on a supplementary or 
comprehensive basis, the benefits and exclusions 
thereunder are common to both types. 

The expenses generally considered as “covered 
medical expenses,” when prescribed or performed 
by a physician or surgeon, include hospital charges 
for room and board and miscellaneous services and 
supplies; charges by physicians, surgeons, and spe- 
cialists; charges for professional nursing care, anes- 
thetics and the administration thereof; x-ray and 
radium treatments; laboratory examinations; drugs 
and medicines; blood transfusions including blood 
and blood plasma; oxygen and the administration 
thereof; artificial limbs or other prosthetic appli- 
ances; rental of durable equipment such as wheel- 
chairs, hospital beds, and iron lungs; et cetera. 

There is a minimum of limitations on the scope 
of coverage although it is obvious that certain 
limitations are essential for various reasons. Major 
medical expense insurance usually does not cover 
occupational injury or sickness covered by work- 
men’s compensation, routine check-up examinations, 
transportation, except local ambulance service, eye- 
glasses or hearing aids, and examinations for the 
prescription or fitting thereof, dental care and 
treatment unless occasioned by accidental injury 
of sound natural teeth, cosmetic surgery or treat- 
ment unless occasioned by accidental injury occur- 
ring while the insurance is in force, injury or sick- 
ness occasioned by war or any act of war, declared 
or undeclared. Also, benefits are usually not payable 
with respect to expenses covered under other in- 
surance, nor are benefits payable with respect to 
hospitalization or other services provided or paid 
for by the United States Government. 

The successful operation of these plans depends 
in large measure on four distinctive characteristic 
features: (1) a deductible, (2) coinsurance, (3) 
high maximum benefits, (4) insurance service. 

It has been said that insurance satisfies the 
greatest economic need when it protects against 
the large loss which is likely to happen less fre- 
quently rather than the small loss which is likely 
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to happen more frequently. Major medical expense 
insurance meets the test of this insurance principle 
since the deductible eliminates the smaller, more 
frequent claims that are relatively expensive to 
handle administratively and which, although they 
represent so large an element of cost in the aggre- 
gate, can be readily taken care of by the insured. 
By this means, it is possible for premiums to remain 
at an attractive level and for the insurance dollar 
to purchase protection against the less frequent, 
but financially more burdensome, expenses of the 
serious or prolonged illness. 

This deductible is the out-of-pocket amount paid 
by the individual before reimbursement starts under 
the plan. The deductible amount may be as low as 
$25.00 or $50.00, if the plan is on a comprehensive 
basis, or a variable higher amount, where the plan 
is tailored to supplement a base plan. 

Coinsurance, like the deductible, is an important 
factor in keeping premiums within realistic bounds. 
This is a percentage of the covered expenses in 
excess of the deductible, paid out of pocket by the 
individual and for which the plan does not provide 
any reimbursement. This coinsurance by the in- 
sured is based on the premise that a financial in- 
centive to be concerned over the price, kind, and 
volume of the medical services being rendered is 
essential if costs are to remain at reasonable levels. 
The requirement is designed to make possible ade- 
quate payment for health necessities without en- 
couraging health luxuries. Too, in the absence of 
such coinsurance, there remains a full-service type 
of insurance without any safeguards and the dan- 
gers here are readily apparent. 

The coinsurance factor varies, some plans re- 
quiring a 25 per cent participation by the insured, 
while others are written on a 20 per cent partici- 
pation basis. This means that the major medical 
coverage will commonly reimburse 75 per cent or 
80 per cent of the covered expenses in excess of 
the deductible up to the maximum as provided in 
the particular plan. The maximum amounts payable 
are usually related either to a specified period or 
a lifetime and may range from $2,500 up to $15,000. 

Last, but not least, is the feature which I referred 
to as “insurance service.” 

There is no denying that major medical expense 
insurance is a powerful mechanism. Because it 
affords broad coverage of an unallocated type that 
does not impose dollar limits on the amount of 
benefit payable for particular types of care or treat- 
ment, it is free of any implication that the insurance 
interferes with the physician in prescribing a course 
of treatment for the patient. Its broad nature and 
flexibility accommodate changes in medical tech- 
niques and procedures stemming from the scientific 
progress of medicine. Although the co-operation of 
doctors and hospitals is of highest importance to 
the successful insurance of all loss due to disability, 
it is absolutely essential in major medical expense 
insurance. The techniques and practices used for 
diagnosing and treating disease exert a powerful 
influence on the health care expenditures of in- 
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sured persons. To the extent that there is over- 
prescription by the doctor or overutilization of 
health care facilities, usually possible only when 
condoned by the physician, losses under broad 
forms of coverage rise substantially, necessitating 
increases in premium rates or a decrease in benefits. 

Herein lies our difficulty. While this form of 
coverage presents decided advantages, there is a 
danger that its very nature may encourage over- 
utilization of medical facilities and care as well 
as increased fees. 

In the absence of any fee schedules, major med- 
ical expense insurance plans contain stipulations 
that the charges for services must be “reasonable” 
and “necessary.” “Reasonable” charges are consid- 
ered to mean the usual or customary charges, in 
the area in which they are incurred, for medical 
care and services, not, however, exceeding such 
charges as would have been made in the absence 
of this insurance. The term “area,” as it would apply 
to any particular medical care or service, means a 
county or such greater area as is necessary to obtain 
a representative cross section of persons, hospitals, 
or other entities rendering or furnishing such medical 
care or service. By “necessary” is meant that the 
treatment is consistent with the diagnosis and ac- 
cepted medical practice. 

This “reasonable and necessary” yardstick affords 
a great deal of flexibility, taking into account varia- 
tions in medical charges reflecting complications, 
the geographic area involved, the particular needs 
of the patient, and any other special conditions 
applicable to a particular case. As a guide to what 
may be considered a “reasonable” fee, an insurance 
company can consult existing area fee schedules or 
utilize relative value studies that have been estab- 
lished by some local and state medical societies 
with the aim of providing a reasonable degree of 
uniformity in measuring the proportionate values of 
all types of medical services within a state or lo- 
cality. 

Admittedly, even though the policies specify that 
the charges must be “reasonable,” “necessary,” 
“customary, “usual,” or some similar term, decision 
as to whether a specific charge is reasonable, neces- 
sary, customary, or usual can be most difficult and 
certainly demands professional assistance. 

On the other hand, if a fee schedule were im- 
posed in major medical expense insurance, much of 
the value of this type of insurance might be lost. 
Within its deductible and coinsurance stipulations, 
major medical expense insurance is designed to pro- 
tect against large expenses of illness and imposition 
of a fee schedule which would limit benefits would, 
to a great extent, defeat the real purpose of this 
type of coverage. 

It is quite apparent, however, that because the 


‘coverage sets up no rigid fee schedules but only 


the general yardstick of “reasonable and necessary” 
charges, this insurance is vulnerable to overutiliza- 
tion of medical facilities and care as well as in- 
creased fees, and such practices can bring about the 
increased cost of this insurance protection which, 


if carried to an extreme, could mean the failure of 
the private insurance concept of financing medical 
care. So, its future growth and success in helping 
to meet the nation’s health needs will depend, to a 
great extent, on voluntary co-operation in its use, 
not abuse, by patients, physicians, and all others 
involved. 

The deductible, coinsurance, and other safe- 
guards in these policies cannot, alone, control 
abuse. What is needed most at this time is intelli- 
gent understanding of and sympathetic considera- 
tion for the problems of both insurance companies 
and medicine. Most doctors understand that abuse 
of health insurance could ultimately lead to the 
socialization of the practice of medicine. To prevent 
such a development and to encourage a higher de- 
gree of co-operation among doctors, hospitals, and 
insurers, medical and osteopathic associations have 
recommended that physicians abstain from increas- 
ing fees when insurance benefits are available to 
their patients, and that physicians work intensively 
with insurers to find sound solutions to the prob- 
lems of medical economics within the structure of 
private enterprise. 

The objective of the insurers is to have the 
charges for medical care of all types and the 
course of treatment the same as they would have 
been in the absence of insurance. Achieving this 
requires both work of a public relations nature and 
adequate technical and administrative measures. 
The continued success of major medical expense 
insurance depends on co-operation from these five 
segments of the American public: 

1. The insured: The insured’s co-operation is 
needed to prevent abuses. When the insured de- 
mands insurance benefits for unnecessary or over- 
long hospital stays, unneeded medical service, or 
health luxuries generally, the effect is to increase 
the costs of the insurance without any correspond- 
ing increase in its true value to the individual. 
While the majority of the insured do not abuse 
health insurance, it is hoped that the minority in- 
clined to do so can be made to realize that they, 
as part of the public at large, are paying the bill. 

2. The employer: It is decidedly to the em- 
ployer’s advantage to co-operate in preventing the 
payment of excessive and unjustifiable benefits. The 
net premiums on group health insurance policies 
paid to insurance companies are closely proportion- 
ate to the benefits paid. Thus, the employer in 
helping to prevent excessive. benefit payments not 
only contributes to the success of his major medical 
expense insurance plan but also reduces its net 
premium cost. 

3. The hospital: Hospital costs have been steadi- 
ly rising and the forecast seems to be for an in- 
evitable continued increase of about 5 per cent 
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annually for many years. Obviously, if hospitals, 
particularly small ones, are better able to control 
their costs, insurance companies will be better able 
to control premiums on hospital insurance. 

4, The physician: Physicians have many reasons 
for being interested in the success of voluntary 
health insurance. The physician must learn that 
industrial and other voluntary health programs, al- 
though they may necessitate some alteration of the 
conduct of his practice, nevertheless are based on 
the concept of private enterprise and therefore are 
fundamentally sympathetic to his own desire to 
protect the private practice of medicine and oste- 
opathy. These programs need the physician’s under- 
standing, active participation, and full co-operation. 
If he fails to give such support, the result will be 
a weakening of such programs to a point where 
they no longer can satisfy public demand. 

5. The insurance company: It would be contrary 
to sound insurance principles if the insurance com- 
pany did not do everything possible to study and 
curb, if necessary, any questionable practices tied 
in with major medical expense insurance whether it 
be by an agent, a policyholder, hospital, or doctor. 

The problem of controlling claim costs is one 
that requires constant attention and the importance 
of working closely with the providers of medical 
care and the immense values of this co-operation 
cannot be stressed too strongly. Insurers are co- 
operating with the providers of all types of care by 
learning their problems, and, in turn, helping them 
to understand our problems as insurers. This is 
being accomplished through an organization known 
as the Health Insurance Council, which serves as a 
liaison between the insurance companies and the 
providers of medical care. Our joint efforts should 
impart to health care costs sufficient stability to 
assure their insurability in the future as in the past. 

In closing, I believe my remarks can hold no more 
fitting thought than is expressed in this statement 
made’ by a member of the medical profession at a 
gathering of his colleagues not too long ago. I 
quote: 


Undoubtedly, you have heard it said before that medicine 
and the insurance industry cannot survive as free institutions 
without each other. Nevertheless, it bears repeating, for 
neither one can succeed nor survive alone. I believe that 
as long as competent medical care is rendered by physicians 
at a cost which patients can afford, and as long as insurance 
policies are tailored to finance needed benefits at the lowest 
premium consistent with a reasonable profit, we can main- 
tain and better this voluntary system in the health care field. 
In addition, we can ward off, successfully, any government 
inroads into the free enterprise system of insurance and the 
private practice of medicine. 


I thank you for affording me the opportunity of 
addressing you today. 
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Mutual interest of insured persons, 


doctor or hospital, and the plan 


CHARLES L. MASSIE, President, Federal Postal 
Hospital Association, Kansas City, Missouri 


The participation in this conference of the Asso- 
ciation I represent was brought about through 
problems that developed in our administration of 
Public Law 382, the Federal Health Act. From our 
first contact with A.O.A. we have enjoyed full co- 
operation and valued assistance in obtaining solu- 
tions acceptable to all concerned. Even though we 
come under the Act as an employee organization, 
our administrative problems are similar to those of 
all health insurance programs. The American Oste- 
opathic Association should be highly commended 
for the steps it is taking to work hand in hand with 
the health insurance industry in matters of serious 
concern to the American people. We welcome the 
privilege of assisting in this endeavor. So closely 
interwoven are the problems of the insurer, mem- 
ber-patient, and doctor, it is difficult to segregate 
this discussion into the separate fields covered in 
this address. 

Out of an estimated 123 million Americans cov- 
ered by hospital insurance at the end of 1958, about 
95 million (37 million employees and 58 million 
dependents) were enrolled under an employee 
benefit plan, accounting for about 75 per cent of 
all health insurance enrollees and total’ health in- 
surance premiums. 

Comprehensive major medical expense insurance 
continues to be the fastest growing form of health 
insurance in the nation today. It is not yet 10 years 
old, and it is too soon to produce any revealing 
figures with respect to price changes. Those who 
are active in the insurance field know, however, that 
despite all the coinsurance, deductibles, and other 
“safeguards” against overutilization, this type of in- 
surance is no more immune to the pressures of 
rising medical costs than other lines. In short, it 
appears that the price of group health insurance has 
been rising at an average rate of about 7 per cent 
per year over the past decade. There is no indi- 
cation of any reversal or even a slowing down in 
this trend. The cause of the rise is no great mystery, 
although many complex factors are involved. Pri- 
marily, it reflects both the rising price of medical 
care and increased utilization. Thus, an intelligent 
concern with the price of group health insurance 
leads inevitably to a concern with medical prices 
as well as with the medical mores of enrollees and 
their doctors. 
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Current statistics indicate that the group carriers 
cannot be expected to absorb much additional cost 
increase. There was a time, not long ago, when 
loss-ratios (ratio of benefits paid out to premium 
income) of 75, and even 65, per cent were com- 
mon, suggesting that they had a considerable mar- 
gin within existing premiums. This is no longer 
so. Loss-ratios for almost all types of group health 
insurance—commercial and nonprofit—now aver- 
age over 90 per cent. 

The rise in the price of medical care is a cause 
for real concern to all who have undertaken health 
insurance obligations. Changing price levels are, 
of course, not the sole explanation of rising costs. 
The rate of utilization is equally important. Thus, 
while the Consumer Price Index indicates a rela- 
tively modest increase in the price of drugs, this 
category of medical expenditures represents the 
second major factor in the rise of over-all medical 
costs to the consumer in the past decade. In the 
11 years, 1948 to 1958, total private medical ex- 
penditures increased from $7.6 billion to $16.4 
billion. Of this 113 per cent increase in current 
dollars, about half is explained by price inflation 
and about half by the real increase in the total 
volume of medical goods and services used. Since 
the population increased only about 20 per cent 
during this period, most of the latter is attributable 
to additional per capita utilization. 

Workers and their unions are demanding more 
comprehensive benefits, as well as some assurance 
of protection during layoffs and retirement, at the 
lowest possible cost to themselves. The business 
world is concerned with balancing the demands 
of employees (sufficient at least to satisfy the 
needs of labor relations) with minimum costs in 
a manner which will avoid conflict with the medical 
professions. Insurance carriers are challenged to 
devise policies which satisfy the demands for broad- 
ened protection and low premiums while assuring 
adequate financing and which also avoid conflict 
with the doctors’ rights for complete freedom. 

Threatening the survival of many of these volun- 
tary programs are costs tending to outstrip their 
ability to provide the quantity and quality of health 
care demanded by the groups they serve. This kind 
of insurance is, and will surely remain, vulnerable 
to abuse if it is to retain the breadth and flexibility 
so essential in providing for health services. So its 
future growth and success-in helping to meet the 
nation’s health needs will depend in large measure 
on voluntary co-operation in its use—not abuse— 
by patients, physicians, and all others involved. 


Medical care plan administration 


Naturally the purposes of medical care plan ad- 


. ministration are to ensure the covered person’s 


receiving his full benefits according to the provi- 
sions of the plan, and in conformance with the 
regulations and laws. Survival of any health plan 
is contingent on the accumulation of statistical and 
scientific data and its use in claims administration, 
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particularly with a view to assisting in the develop- 
ment of programs meeting unmet or new needs. 
Any meaningful improvement in benefit coverage 
will require more than the extension of benefits 
to areas not now generally included, particularly 
outpatient services, prescribed drugs, dental costs, 
and prolonged illness, both physical and mental. 
The creation of some administrative mechanism 
which will prevent cost inflation in the new areas 
of coverage from destroying the advances, or even 
prevent movement into those areas, is also essen- 
tial. Without the emergence of some such mecha- 
nism, those who have the responsibility for negoti- 
ating health and welfare programs appear doomed 
to a great deal of futile work in the next few years. 

Most doctors probably would like to see present 
patterns of health insurance benefits expanded, 
partly for the practical reasons of assuring pay- 
ments and placating the unions to prevent them 
from going into the medical care business them- 
selves, but also for more elevated reasons—so that 
they may make whatever diagnostic tests they see 
fit and prescribe whatever drugs or other treatment 
are medically indicated without having to worry 
about the patient’s ability to pay or without having 
to wrestle with their consciences when ordering 
hospitalization in questionable cases. On the other 
hand, many physicians fear, perhaps with some 
justification, the further broadening of benefit cov- 
erage and further removal of the traditional eco- 
nomic barrier to medical services. In particular, 
they appear to fear the consequences of anything 
like comprehensive coverage of regular ambulatory 
care. The analogy, of course, is that demand for 
medical care will expand to utilize any given 
amount of health insurance benefits whether med- 
ically justified or not. There may be some truth to 
this allegation, as the recent increase in hospital 
utilization suggests. This increase may or may not 
be related to “abuse,” but is surely not unrelated 
to the existence of health insurance. This is a 
problem involving the providers of services as 
much as the consumers. 

There is reason to believe that the great recent 
expansion of demand for certain types of medical 
care, including hospital services as well as drugs, 
is primarily the responsibility of the providers of 
care. For example, there is lack of evidence of any 
great effort on the part of some doctors and hos- 
pitals to reduce unnecessary hospital utilization. 

The great professional challenge today concerns 
the development and application of quality stand- 
ards for regular outpatient care. Such a develop- 
ment is urgently needed not only for its own sake 
but also as a check on the rising costs of hospital 
care and hence as a means for making broader 
coverage more feasible. 

Of mutual interest to the doctor and the insur- 
ance company is the need for a more firmly estab- 
lished and consistent method of determining the 
relationship between “services performed” and “fees 
charged,” instead of allowing too much for minor 
procedures and too little for major operations. Can 
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the use of “relative value schedules” solve this 
problem? 


Technical problems of 
claims administration 


Let it be said here and now the criticisms relative 
to questionable charges experienced by our Asso- 
ciation since July of last year when the Act became 
effective represent a minute percentage of the 
claims processed. Actually, less than one half of 
one per cent of claims were within this category, 
yet without action it could have an adverse finan- 
cial effect to the membership. 

The position of our Association in the field of 
health benefits is, to say the least, unusual. Under 
contract provisions with the U.S. Civil Service 
Commission, the benefits of our plan are not limited 
to fee schedules. Physicians’ services both in and 
out of the hospital are covered, in addition to 
hospital expenses, prescription medicines outside 
of the hospital, et cetera. Claims are determined on 
a “reasonable and customary” basis. While this 
type of plan involves much greater problems than 
the “fee schedule” program would, it is flexible 
enough to be of the greatest service to our mem- 
bers. By such, we naturally are in much closer 
contact with the member and his physician. Too 
often this brings about question of the invasion of 
doctor-patient relationship, with a tendency on the 
part of some members to let the Association assume 
his problems. Failure of the member to use good 
business judgment in determining obligations be- 
fore a service is performed on the reasonable and 
customary basis should not be the Association’s 
responsibility to correct. 

Of the $4.5 billion spent for health insurance 
premiums in 1958, approximately $3.3 billion (hos- 
pitalization, $1.9 billion; surgical and regular med- 
ical, $1.1 billion; major medical, $0.3 billion) came 
from employer and/or employee contributions under 
these plans. It is obvious that this is big business, 
and to continue, every resource, statistic, reference, 
and counsel is needed to conform with benefit pro- 
visions, yet prevent misuse or abuse. 

Expressed from a business -point of view, it is a 
plain simple fact that money is not printed behind 
the walls of an insurance company. Too often we 
fail to realize the monies involved in payment of 
claims are not new money, but merely advance 
deposits of the insured in the insurance company’s 
reserves. It is quite comparable to a savings ac- 
count, placed in reserve through insurance pre- 
miums to be used as needed when hospital and 
medical care are required. As an example, say I 
belong to a group dental plan having provisions 
for dental care costing $3.00 a month, or $36.00 
per year. Under normal conditions I would have 
my teeth cleaned twice a year for which the usual 
charge might be $10.00 each time, and perhaps 
have a cavity filled costing $5.00. Without insur- 
ance, $25.00 would be paid for dental care: through 
insurance I paid $36.00, for the purpose of provid- 
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ing routine care; but, even more important, to pro- 
tect myself should unexpected extensive care be 
needed. The same old dollars pay the bills, but 
through different channels. 

The technical problems of claims administration 
are closely interwoven. While printed fee schedules 
and dollar benefit provisions provide a visual refer- 
ence from which the insured member can ascertain 
exactly what his plan allows, it does not allow the 
flexibility of the “reasonable and customary” care 
program. At the present time seven different cost 
areas are established throughout the country, and it 
is probable they will be increased to nine. Use of 
“fee schedule” programs under the Federal Health 
Act as an example, where the premium cost to the 
member is the same everywhere, finds the insured 
perhaps receiving 100 per cent benefits in a low 
cost area, and another covered member in a high 
cost area required to make up a considerable dif- 
ference between the scheduled amount and the 
actual charge. By the same token, what is consid- 
ered as “reasonable and customary” in one area 
is not in another. 

One of the great complexities of claims adminis- 
tration is interpretation of health plan provisions. 
Too often the member, tending to absorb only those 
best suited to his needs, does not digest the com- 


plete explanation relative to benefit provisions. As - 


an example, our plan provides full usage in cases 
of total disability for mental and nervous disorders, 
for the reasons our actuary felt our obligation 
should be to the more serious cases, rather than 
limited benefits for both minor and major cases. 
Even though this provision is clearly stated in the 
Civil Service Commission brochure of our plan, 
much correspondence is necessary with members 
and doctors where minor disturbances assume major 
proportions. 

Correspondence can easily be misinterpreted, and 
many questions are far too intricate to be clarified 
by a letter or two. Every opportunity must be used 
for committees of the medical profession and in- 
surance industry representatives to discuss ordinary 
problems that may arise any day. Certainly, mis- 
understandings that may lead to unpleasant reac- 
tions or unfavorable publicity should be aired. No 
particular insurance claim settlement need become 
a controversy before being resolved. When the 
resolution of a question involves joint discussion, 
the medical profession and insurance industry rep- 
resentatives are more certain of getting their points 
across to each other. 

It has been said that medicine is the only pro- 
fession that labors incessantly to destroy the reason 
for its existence. Medicine has been making dra- 
matic progress toward this goal, finding new cures 
and treatments for many previously mystifying 
illnesses. However, as these changes have come 
about, the social and economic environment has 
also changed. The effects of these pressures on the 
traditional medical economics system—the extent to 
which doctors must adjust to the demands of to- 
day’s environment—are causing a natural concern, 
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with an accompanying amount of perplexity among 
doctors, the public, the insurance companies, and 
other health programs. Because most of our popu- 
lation has moved into the middle income bracket, 
the phenomenon of rapidly growing health insur- 
ance coverage further equalizes the resources of 
people to pay for health care. Most patients today 
are able, and expect, to pay a normal fee. There- 
fore, the primary criterion of a professional fee is 
the value of services rendered. But what is the 
value of services? How is it determined? By the 
nature of the procedure? By the training of the 
practitioner? Does his skill, experience, or popular 
demand for his services enhance their value? What 
is fair to the doctor? And equally important, what 
is fair to the patient? 

Doctors are taking a new look at medical eco- 
nomics for answers to these questions. One ap- 
proach is the development of “relative value” studies, 
and what their effect may be on the fee problems 
that have been plaguing doctors, patients, and the 
insurance industry. Not too many years ago the 
measure for the country doctor was occasionally 
and of necessity in terms of bartered products, 
tangible for intangible. For most doctors and for 
insurance company benefit schedules, it has been 
in dollars. For ‘relative value studies the measure 
is expressed in units. Chickens, dollars, and units 
are easily interchangeable, of course. Unit studies 
are easily converted to dollar schedules of any 
desired level. They can be, and are being, developed 
as a scientific endeavor to determine facts, giving 
the public the guidepost much needed to evaluate 
doctors’ current charging practices. The lay public 
and particularly insurance people view relative 
values developed by the doctors with mixed emo- 
tions. 

If relative values are determined and dollar fig- 
ures applied to reflect the usual charges of a par- 
ticular area, the public would be in a better position 
to choose adequate and appropriate insurance bene- 
fit schedules. In addition, insurance companies might 
be better able to price and administer the so-called 
“open-end” major medical contracts which contain 
no benefit schedules at all. Further than that, there 
is the hope that the relative value studies with 
appropriate dollar conversion factors would intro- 
duce some needed stability in the medical cost area 
and bring a halt to the too frequent practice of 
increasing fees in the presence of insurance benefits. 
On the other hand, the adoption of relative values 
with a specific dollar conversion factor would 
probably result in an immediate increase in medical 
care costs. It is human nature for those doctors 
with fees below the new “usual fees” to raise their 
fees, while in the words of Dr. Cox (one of the 
fathers of relative values), “The high charges never 
come down.” 

This may be one incentive in the initiation of 
such studies. Those who are close to the medical 
economics scene feel that the time has come for 
doctors to come to an agreement with the public 
on their prices. Health insurance men would like 
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to support this view, not just because of their close 
ties with doctors and their concern with the future 
trend of medical insurance costs, but also because 
they realize that unfavorable public reactions can 
be and are directed not only at medicine but at 
its partner, voluntary health insurance. 

In the design of basic health insurance benefit 
schedules, consideration of the doctors’ own rela- 
tive value scale offers advantages to health insur- 
ance carriers and their customers, but only if the 
fees which doctors charge actually follow their 
relative value scale with dollar factors that do not 
vary too widely from doctor to doctor and case 
to case. A common complaint of the public with 
basic health insurance surgical benefit schedules has 
been the wide divergence from procedure to pro- 
cedure in the percentage of the bill paid by the 
health insurance policy. While this has sometimes 
been the result of widely divergent and unpre- 
dictable charging practices of some doctors, it has 
equally as often been because of unrealistically 
scaled insurance schedules. The relative value stud- 
ies should help on both counts. With the growth 
of “open end” major medical contracts, another 
problem has taken the spotlight. These contracts 
contain no surgical schedule, but pay a percentage 
of the “usual” or the “customary” fee for a medical 
service. What the “usual” or the “customary” fee 
is has been a problem plaguing actuaries and claims 
men, and also the doctors who have had to nego- 
tiate with insurance companies over the reason- 
ableness of their charges to insured patients. Use 
of the studies’ results, however, has shown that 
understanding by doctors, insurers, and the public 
is less than complete; and it remains to be seen 
whether or not the results will be good enough 
to avoid a swing toward “closed-end” major medical 
contracts, with internal benefit schedules. Under 
the present system, it is difficult enough to hold 
back the occasional doctor who looks on a patient’s 
substantial health insurance protection as an oppor- 
tunity to charge an exceptional fee. There is no 
effective restraint whatsoever in such cases to add- 
ing 10 to 20 per cent to the bill because of insur- 
ance. It has been said this is the prime cause of 
the current inflation in medical insurance costs. 
With the adoption of relative values and “usual” 
fee schedules, the doctor’s own schedule should 
become a more settled and more public document, 
and go a long way toward curing the long-range 
inflation problem. 

It is hoped that the development of relative value 
studies and applications thereof may clarify and 
to some extent stabilize doctors’ charges. Such a 
step would give the public, at last, some guideline 
by which it could pass an informed judgment on 
its medical costs. Proof of this problem is in the 
many inquiries from our members on how to deter- 
mine whether a charge is “reasonable and cus- 
tomary.” If medicine could pass this test, it would 
find a new and better public understanding and 
win stronger support for the private practice of 
medicine—support which is possibly being lost 
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because of failure to “take the mystery out of med- 
ical fees.” Relative values are not to be considered 
the final answer to medical cost problems; however, 
they do open a most important avenue through 
which the doctors, the public, and health insurance 
carriers can work to curb medical cost inflation 
and restrain abuse. Other avenues must continue 
to be used and new ones opened to preserve the 
private practice of medicine and the continued 
acceptance of voluntary health insurance. 

The principal insurance problem encountered by 
doctors is the multiplicity and complexity of claim 
forms. It seems quite probable that at least part 
of the difficulty insurance companies have in secur- 
ing information from physicians can be attributed 
to the multitude of different kinds of forms they 
are asked to complete. The Health Insurance Coun- 
cil is urging all companies to comply with the 
standards for attending physician’s statements estab- 
lished by the H. I. C. Working with state medical 
associations, these forms supply the insurance car- 
riers with all the information they need to process 
medical, surgical, and disability claims in the 
majority of cases. 

The problem of anticipating next year’s needs 
from last year’s happenings by the insurance actu- 
ary does not work. The actuary finds himself like 
the carpenter standing in a rowboat pounding nails 
in the dock. With the boat drifting and bobbing 
with each blow, he has nothing very solid on 
which to stand. There has been and always will 
be experimentation with new coverages or benefit 
provisions. Today the greatest challenge for both 
medicine and insurance is that of undertanding 
each other’s problems. 


Value of a health insurance committee 
of a divisional society 


Much progress has been made in recent years in 
certain areas by local medical societies to point up 
the ecoriomic pressures on the medical profession 
and the public interest and self-interest issues at 
stake. In one sense this is an effort to persuade 
the individual practitioner that this is a job which 
“needs doing.” Review committee mechanism has 
been established to be made available to insuring 
organizations and the insured to assist them in 
identifying case situations in which the physician’s 
charge was allegedly increased solely because of 
the existence or amount of the patient’s health 
insurance coverage. Hospital utilization committees 
were created as a function of the medical staff in 
each hospital, for suggested review of confinements 
of 1-day duration and more than 15 days’ duration 
to determine the necessity for initial or continued 
confinement. 

Committees of the Health Insurance Council 
have been formed in every state to contact and 
work with local medical, hospital, and allied health 
organizations. Composed of local insurance repre- 
sentatives, these committees carry forward the pur- 
poses and programs of the Council, seeking to 
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resolve at tne community level problems of mutual 
interest to health insurance and the providers of 
medical services. Through the Council’s state com- 
mittee program, members of the health care pro- 
fessions and insurance companies at the community 
level are exposed to each other’s opinions, attitudes, 
and needs. Broadening contact with physicians and 
hospitals gives sharp insight into their prevailing 
needs and desires, and helps define the problems 
to be resolved. 

The purpose of the review committee is to render 
advisory opinions with respect to certain aspects 
of specific claims—not to discipline the doctor. 
Thus, the submission of a claim to a review com- 
mittee does not carry with jt the implied ques- 
tioning of the doctor’s integrity that a submission 
to a grievance committee usually does. Cases sub- 
mitted for review need not be so clearly out of 
line that a decision favorable to the company is 
obvious. Indeed, companies should not expect a 
favorable decision in every case. After all, doctors 
are frequently right, and the members of the review 
committees should have the satisfaction of sup- 
porting their colleagues. More important than this, 
however, is that by submitting cases on both sides 
of the line we may obtain a closer determination 
of where the line is that divides proper and im- 
proper claims. This determination can be an im- 
portant contribution to effective claim cost control. 
It is obvious that the company should make every 
effort first to settle the matter with the doctor 
involved before asking for a review. Another valu- 
able service through the review committee is in 
identifying case situations of early admissions, late 
discharges, admissions for diagnostic purposes, 
et cetera. 

Dr. Frank W. Jones, in a memorandum to the 
Medical Society Committee of the state of North 
Carolina, stated the case very well: “Regardless 
of our feelings about third parties, each and every 
one of us in our practice lives in one form or another 
by third party participation. It would seem that the 
insurance industry and the medical profession have 
a common interest in the moulding of the manner 
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and shape of future events that may escape from 
the Pandora’s box of socialization—we can expect 
co-operation from commercial insurance companies, 
because without us and without free medicine 
they cannot exist.” 

The challenge of understanding is a greater one 
for the insurance industry than for medicine be- 
cause health insurance primarily involves medical 
and hospital services, and financial protection from 
these expenses is what the insured patient seeks. 
Although a service, not a product, too often health 
insurance is regarded as if it had the characteristics 
of another type of purchase. Also too often insur- 
ance people have been known to overlook some 
of the basic facts about the medical profession, 
not comprehending the time and concentration 
required in medical training for the proficiency 
that must be attained, the superhuman task of the 
doctor who must constantly study new research 
and medical techniques. 

Is there, or is there not, cause for concern that 
the recent inflationary trends in health insurance 
will undermine even the presently inadequate bene- 
fit structure, let alone prohibit further improve- 
ment? If this concern is justified, what can be done 
about it? Is there any alternative to devising admin- 
istrative machinery for controlling costs and quality, 
considering the interests of both the providers and 
consumers of medical care? Can the third party 
mechanism of health insurance be enhanced to 
serve this role and thus stabilize consumer-provider 
relations? If. not, can voluntary health insurance 
survive under a completely “hands off’ policy? 
Appreciation and understanding of providing med- 
ical care on the one hand and meeting its cost on 
the other are not sufficient. There must be effective 
ways of exchanging ideas and amplifying under- 
standing. Both medical terminology and insurance 
terminology can be perplexing—in fact, you might 
say that different vocabularies are involved. The 
state medical review committee can well complete 
the circle, working hand in hand with the doctor, 
the patient-member, and the health insurance in- 
dustry. 


Lay or consumer sponsored 
prepayment direct service 
group medical care plans 


WALTER H. UPHOFF,® President, Group Health 
Plan, Inc., St. Paul, Minnesota 


I have been interested in the field of prepaid health 
care for many years and am a member presi- 
dent of our Group Health Medical Center. In the 
time I have, I would like to share with you some 
of my thinking about the planning that is involved 
in developing and building comprehensive care, 
direct-service, and consumer sponsored medical 
care programs. 

In my work as a teacher, I have learned that 
there is real value in using sayings or quotations to 
illustrate a point. There is an old Chinese proverb, 
“A picture is worth a thousand words.” I often 
paraphrase that with “And a good saying is worth 
five hundred words.” One of my favorites is “Pool- 
ing ignorance doesn’t produce wisdom.” Particu- 
larly before election time one finds many people 
prognosticating and talking, but they really don’t 
know what they are talking about. In essense, they 
are pooling their ignorance. 

There is still another saying which I think can 
be applied to all of us: “People are usually down on 
things they are not up on.” If we are not adequately 
informed, or are misinformed on a subject, it is not 
necessarily a reflection on us but we may find our- 
selves “out in left field.” We can only be expected 
to have judgments that are sound if the information 
on which those judgments are based is sound. If 
we don’t have the facts on a particular subject, we 
cannot be expected to have sound conclusions on 
that subject. 

I note from your program that you have had 
presentations on health insurance plans of various 
types, and that I am to discuss lay, or consumer 
sponsored, prepayment medical care plans. 

I would like quickly to define the difference, or 
distinctions, between the conventional types, in- 
demnity types, and direct service plans for health 
care. In each case the consumer is interested in 
getting the most for his medical dollar. 

There is the old-fashioned way—that of taking 
a chance that you won't get sick until there is 
enough money in the bank to cover the cost of the 
illness. 

Meeting the cost of medical care can either be 
done that way or by pooling some of our resources 
on a systematic basis, just like we pay for auto- 
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mobile insurance and fire insurance. By adopting 
the insurance principle for health care, we can 
make sure that no one person bears an undue 
amount of the medical care costs. We cannot pre- 
dict in advance who is going to be ill, any more 
than we can predict who is going to be involved in 
an accident, or who is going to have a fire. The 
concept of group prepayment to meet health care 
costs is being recognized more and more as the 
sensible way to plan for paying medical, surgical, 
and hospital bills. 

The question of how much you can get for your 
medical dollar when spent for various types of 
plans is one that has to be discussed and kept con- 
stantly in mind. There are differences of opinion as 
to how our health needs can best be met. In a 
country as large as the United States, which is made 
up of large cities, small towns, and rural areas, 
there is no one pattern which would be appropriate 
and effective for all situations. Therefore, all of the 
plans presently in the field—commercial insurance 
Blue Cross, Blue Shield, major medical, et cetera— 
all of the plans you have talked about at this Con- 
ference, have a contribution to make. 

From our point of view, we believe that we get 
more for our medical dollar if we set up a program 
in which the consumers have something to say 
about the quality and adequacy of the health care 
they get. We should have something to say about 
how we pay for it, and about the policies to be 
followed. Well over a hundred million people in 
the United States have some kind of protection 
through health insurance plans, but only five or six 
million have the protection of a more comprehen- 
sive program such as I am going to talk about. 

Dr. Michael Shadid, in 1929, with the co-opera- 
tion of the Farmers Union, built a co-operative 
hospital at Elk City, Oklahoma, and started pro- 
viding medical care on a co-operative basis. Since 
that time, a number of new plans have developed in 
New York, Washington, D.C., Seattle, St. Louis, 
the Twin Cities, and here in Chicago; and there is 
a new program in Detroit called the Group Health 
Association, which is just getting under way. In 
recent years there has been considerable develop- 
ment in consumer sponsored, direct service health 
plans. 

What are the basic concepts which underlie the 
programs? 

The question of shared risk is not unique for 
consumer sponsored plans but it is a basic con- 
cept; it also applies to other types of insurance 
programs, commercial as well as lay or consumer 
sponsored plans, and to Blue Cross and Blue Shield. 
The concept of regular prepayment is also a basic 
part of health insurance. 

One of the things that is unique is the whole 
concept of group practice and specialization. In our 
Medical Center in the Twin Cities, which is still 
young and growing, we have two full-time doctors 
and a dozen part-time specialists on the staff; and 
we also have a panel of doctors to whom we refer 
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cases that require the attention of specialists not 
on our staff. 

When a person comes to our Medical Center for 
the first time, a case history is obtained. We have 
a central charting and filing system where all of 
the person’s medical history is accumulated. When 
that person comes in, there is a record as to 
whether he has been seen in the past and for what 
conditions. He can then be referred to whatever 
doctor can provide the best health care for the 
particular ailment that patient has. 

Group consultation among our doctors is a very 
natural practice. A doctor does not have to fear 
that if he refers a patient to another doctor, he has 
lost that patient forever. In private practice, there 
is naturally some hesitation in- referring patients to 
other doctors, because the patient may choose to 
continue going to that doctor. This is one of the 
sad facts of life in private practice with which the 
medical profession has to live. Too many of the 
people in our society do not have the understanding 
about health and illness that is essential for making 
intelligent decisions. Many of them have a tendency 
to shop around, and they assume that one doctor 
should have all the answers. 

Actually, a doctor cannot be expected to be a 
specialist in all fields of health care today. To us, 
it is reasonable to look for the best qualified doctor 
or specialist with the training and experience need- 
ed for any particular illness. The practice of fee 
splitting, which has given a bad reputation to parts 
of the profession, does not occur in the referral to 
a specialist within a group plan such as ours. 

There is no point in “gypping” ourselves; there 
is no point in trying to buy cheap medical care. In 
consumer sponsored group plans, one of the goals 
is to provide the highest quality care possible. If 
anything is important to people, it is good health, 
which enables them to live longer and enjoy life. 
There is nothing to be gained by buying cheap 
health care, or getting less than the best qualified 
doctors. We want them to do all the surgery that 
is necessary but not one bit more than is necessary. 
Moreover, there is no temptation to do unnecessary 
surgery in direct service programs where the doctor 
is usually paid a salary. When people are covered 
by indemnity insurance, some buy two or three 
policies with the hope that their expenses will all 
be covered in emergencies, and in some cases they 
hope that they will even gain thereby. 

In our program, we provide complete coverage of 
medical care, whether it be in the clinic or in the 
hospital. I have not paid a single cent toward medi- 
cal or surgical care, other than my monthly pre- 
miums, since August 1, 1957, when the Medical 
Center opened its doors. 

As far as the hospitalization part of our program 
is concerned, we buy hospitalization insurance 
through our sister organization, Group Health Mu- 
tual. This program paralleled the development of 
Blue Cross in our state. The experience with con- 
sumer sponsored, direct service health care plans 
shows clearly that the most effective way to help 
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bring average hospital costs down is to have some 
control over the number of admissions and length 
of stay. Where you have a clinic to take care of 
many minor ailments that really don’t require hos- 
pitalization, and where the emphasis is on prevent- 
ing unnecessary hospitalization, utilization drops 
30 to 50 per cent. 

Consumer plans emphasize preventive and diag- 
nostic care as well as curative care. Most of the 
insurance programs have provided care only if you 
had something specifically wrong with you that 
could be diagnosed as serious enough for you to be 
sent to the hospital. In other words, office calls and 
clinic treatment were not covered. 

These insurance programs which provide only 
limited coverage have tended to encourage pa- 
tients and doctors to enter into collusion. In other 
words, the patients are often checked into the hos- 
pital for minor illnesses because the insurance will 
cover the costs only if they go to the hospital. I 
grant that they can be taken care of more con- 
veniently there but, nevertheless, this has contrib- 
uted substantially to the rising over-all cost of 
hospital care. Each year we see the rates—such as 
Blue Cross rates—go up a dollar or two because of 
increased utilization. This is not to say that the 
hospital charges are unreasonable for the amount 
of time that people are there. I am saying we have 
got to work toward the kind of program which will 
see to it that people with a broken finger, or some 
such minor ailment, do not have to be taken to a 
hospital in order to be covered by the program. 
The only way we can really reduce hospital costs 
is by having some control over the number of ad- 
missions and the length of stay in the hospital. 

If there is no motivation to keep people out of 
the hospital or, if admitted, to get them out as fast 
as possible—if there is no incentive so far as the 
patient or the doctor is concerned—then it is natural 
to expect people to go there more often and to stay 
longer. They will stay because it is a nice place to 
recuperate even though the costs per day are high. 
We must strive to make health insurance plans more 
comprehensive than most insurance plans are today 
in order to have the people get the care that can be 
provided outside the hospital—through our medical 
centers, in the doctor’s office, et cetera. 

Our Medical Center provides complete physical 
examinations for all members. They are urged to 
come in regularly, on the assumption that preven- 
tion is better than cure. We pay our monthly dues 
on the assumption that it is better to pay the doctor 
to keep us well. Obviously, illnesses and accidents 
are also treated. 

It is our feeling that consumers should have a 
voice in determining how extensive the care should 
be. Consumers ought to be more encouraged to 
participate in health education programs. Much 


‘educational work must be done to get the members 


of the plans more aware of what the ingredients 
are in the costs of health care. I am sure most 
persons who are members of a plan don’t have any 
idea, for instance, that to provide 365 instead of 
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180 days in a hospitalization policy costs only a few 
cents extra per person. Many people who are cov- 
ered by health insurance plans are not fully aware 
of what is covered and what is not covered, nor 
do they have any idea of the cost of the various 
features in their insurance. A real job of health 
education needs to be done. More effective commu- 
nications have to be carried on with the members 
of these plans so that they are fully aware of what 
it is they are paying for and what they are entitled 
to. 

I am sure that one of the reasons we are finding 
ourselves in trouble cost-wise with older people 
today is that 10 or 20 years ago, when the plans 
got started, plans had to think in terms of a price 
or rate structure that was competitive with other 
insurance programs in order to sell the plans. Con- 
sequently, they did not build enough reserves for 
taking care of people when they reached 60 or 65 
years of age, when it is obvious that the average 
cost of medical care will be greater. We found last 
year that people over 65 used $2.30 of care in 
hospitalization for every dollar they contributed. It 
is apparent that a medical plan cannot continue on 
that basis. We are now making the necessary ad- 
justments.. 

The question we raise over and over again is 
how comprehensive is our program going to be. If 
the membership is willing to pay for the added 
costs, it should be possible to include dental care, 
psychiatric care, the cost of drugs, and so forth. I 
am sure the cost can be determined for each of the 
additional services that might be included in the 
program, if people are prepared to pay for a very 
comprehensive program. 

We all want to live, and we'd like to live de- 
cently and well, to have a good income, and to live 
as long as possible. And we would also like to make 
our living honestly, if we can. The trouble is that 
we find ourselves in a situation which by its very 
competitive nature drives men to resort to prac- 
tices which, when looked at from the outside, don’t 
appear as good as we would like to see them. Let 
me cite several instances of practices that have hurt 
the entire profession. 

In 1939, the federal government set up a prepaid 
program of medical and dental care in two western 
states. The program was put into effect in these 
states because they were badly hit by the depres- 
sion and by drought. The administration met with 
the dental and medical organizations of the states 
and agreed upon a schedule of rates that were con- 
sidered reasonable to provide necessary care. It 
was not a comprehensive plan, or a preventive plan, 
but it was designed to provide necessary care. 

In those days, as we all know, a dollar went 
further than it does today. In one state about 35,000 
farm families, or about half of the families, chose 
to join the plan. Those in the worst economic straits 
were given a grant of $24.00 a year; others were 
given a loan for this amount; and farmers who 
could afford to paid their own fees. 

The program seemed to work all right for a year; 
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in the second year it went completely to pieces. 
Why? Because there were just enough individuals 
in those states who resorted to practices that can 
scarcely be considered ethical. 

In one case, a doctor went to a farmer and said, 
“Remember 9 years ago when your son had appen- 
dicitis and almost died? I operated and saved his 
life. I didn’t charge you a cent, because you didn’t 
have any money.” Then he said, “Well, I am not 
asking you to pay me now, but I would like to have 
you sign this statement that says I operated 3 
weeks ago.” 

Doctors turned in 5- and 10-year-old bills against 
1 year’s income. Obviously the $24.00 was not cal- 
culated to cover old accounts and the treasury was 
drained dry. 

Let me cite another example of something that 
happened in a suburb of Minneapolis about 3 years 
ago. A man fell and pulled his arm out of joint. He 
went to a doctor and the doctor manipulated it and 
got it back into the socket quite easily. He was 
going to charge the fellow $5.00, and then he said, 
“By the way, do you have insurance?” 

The fellow answered, “Yes, I do; in fact, I have 
two policies.” 

So the doctor said, “Good! After all, you have 
been paying for that insurance a long time, or your 
company has been paying for you, so I think you 
should collect. In fact, I propose that we collect 
on both policies.” 

So the fellow said, “All right,” and the doctor 
told him, “Under these policies, I am entitled to 
$25 for this procedure. We'll turn them both in, 
and I will collect on the one claim and you collect 
on the other.” 

Well, we would never have heard about this 
except for the fact that the policy on which the 
doctor tried to collect had expired, and the doctor 
complained. Then the worker complained, and then 
the whole matter was out in the open. This is 
an example of the kind of thing you tend to get 
when you set up a program which is so restricted 
that many of the medical needs which ought to be 
met are not covered by the insurance program. To 
us it seems desirable to make the program as com- 
prehensive as possible so that you reduce the temp- 
tation to engage in shady practices. In our program, 
doctors are paid to keep us well, as much as it is 
possible for them to do. Through our system of 
periodic check-ups, a number of cases of diabetes, 
cancer, and other diseases have been discovered, 
which otherwise could have led to premature death. 

I have already made reference to the rising cost 
of hospital care. I said that it was not necessarily 
because the charges made were unreasonable; may- 
be it is a question of overutilization as a result of 
collusion on the part of patients and doctors. The 
patients want to have their medical care covered 
by insurance, and as a consequence they go into a 
hospital for minor as well as major illnesses be- 
cause that is the only place where they can collect. 
We know, for instance, that we can offer a program 
for hospital care that is just as comprehensive as 
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Blue Cross at about $5.00 less per month, because 
our doctors have some control over admissions and 
length of stay. Many procedures can be performed 
in our clinic, and by being able to save $5.00 on 
hospital care, this $5.00 per month can be used to 
provide more complete medical and surgical care. 
It is just that simple. 

As far as venturing into new areas is concerned, 
we feel we should eventually move to include 
psychiatric care. In the whole field, there is a grow- 
ing awareness of the fact that we are not so sure 
what causes many of our illnesses in the first place. 
Many doctors today use the letters “E.1.1.,” emotion- 
ally induced illness, in referring to many cases of 
high blood pressure, headaches, digestive disturb- 
ances, et cetera. Many illnesses are tied in with a 
person’s own emotional insecurity and instability, 
and we have to think in terms of treating the whole 
person and, in many cases, treating the whole fam- 
ily. Often, if we don’t get some idea of the family 
background, we don’t have adequate insight as to 
what is required to really put the person in as 
healthy a state as possible. 

I feel we should also move in the direction of 
prepaid dental care. This will not be easy but I 
think it can be done. In our Medical Center, we 
have ophthalmologists on the staff, and we dispense 
glasses at a considerable saving to the members. 
We are now working on a plan that can provide 
drugs at reduced rates. This is another area where 
a real saving can be effected. 

With these many comments about consumer 
sponsored prepaid medical care plans, I will draw 
my remarks to a close, in order that you will have 
an opportunity to ask questions or take issue with 
anything I have said. 

When I look at the major problems facing hu- 
manity today, I consider getting adequate medical 
care to be one of them. I consider it important, but 
not the most important. The most important one, 
in my judgment, is the question of survival. If we 
don’t maintain peace, there are enough thermo- 
nuclear weapons in the world today to blast us all 
off the face of this planet. I think we have to lift 
our sights and give support to movements con- 
cerned, first of all, with survival. 

Then we hear of the problem of population 
pressure, or population “explosion,” and we see the 
figures which predict an increase in population 
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from 2.9 billion as of today to 6.2 billion by the 
year 2000; that is, providing we don’t blow our- 
selves to pieces in the meantime. The medical pro- 
fession will face tremendous challenges in the 
years ahead. 

The next problem is that of jobs. We are told 
that in this decade 1,350,000 more people will be 
entering the labor force each year than will be 
leaving it through death or retirement, and that 
automation will replace another 2,400,000 each 
year. I have suggested that we keep people in 
school until they are 30; then after 30, give them 
4 months’ paid vacation each year, and finally, 
retire them at the age of 45—in order to spread 
the work that needs to be done. At a meeting in 
Washington this morning, someone in all serious- 
ness argued that we have come to the place where 
it is no longer socially desirable to push automation 
any further at this time. There are so many new 
headaches and problems involved, and we have 
enough physical comforts already. Obviously, Asia, 
Africa, and Latin America could use some of our 
technology; but we in this country are working 
ourselves out of jobs, and the other countries don’t 
have the buying power to buy the things we could 
produce. 

The last thing I want to mention is the matter of 
freedom. Freedom, to be meaningful, must be avail- 
able for all. Just before coming to this session I 
called the Attorney General’s office in St. Paul, and 
learned that my son, who is in prison in Mississippi 
as a “Freedom Rider,” is at least not being deprived 
of what they consider good southern cooking, and 
that he will be out one of these days. He was one of 
a number who went down there to call attention 
to the fact that the Supreme Court ruling of last 
fall meant there should be no discrimination or 
segregation in bus terminal facilities. Their first 
step in Mississippi legal process was speedy. They 
were airested on Sunday afternoon, and sentenced 
to 4 months, plus a $200.00 fine, after a 3-minute 
hearing on Monday afternoon. They all pleaded 
“not guilty” and appeal bonds are now being raised 
to get them out. I had already bought my plane 
ticket to go down to Mississippi but the Governor 
will not let parents visit so I have cancelled that 
trip and can stay with you for tomorrow’s panel 
discussion. 


Annual Reports—Department of Public Affairs—Council on Development— 


The National Osteopathic Foundation 


The chairmen of the Department of Public Affairs, the Council on Devel- 
opment, and the National Osteopathic Foundation present the following 
reports, made during the annual meeting of the A.O.A. held in Chicago 
in July. Particular attention is called to the reports of the Bureau of 
Disaster Medical Care and the Committee on Health Care for the Aging, 
both making their first annual reports, and to the Committee on Medical 
Care Plans, set up in January 1959. All three reflect the part being played 
by the osteopathic profession in areas of social development concerned 


with health care. 


Wallace M. Pearson, D.O. 
Chairman 


Department of Public Affairs 


> Within the Department of 
Public Affairs are the Bureau of 
Public Education on Health, Dr. 
Eugene D. Mosier, chairman, and 
the Bureau of Public and Indus- 
trial Health, Dr. Robert D. Ander- 
son, chairman; under the latter 
are the Committee on Medical 
Care Plans, Dr. Theodore F. Clas- 
sen, chairman, the Committee on 
Health Care of the Aging, Dr. 
Vernon H. Casner, chairman, and 
the Bureau of Disaster Medical 
Care, Dr. Raymond W. Hanna, 
chairman. Their annual reports 
follow. 

The function of the Bureau of 
Public Education on Health is to 
study legislative problems, analyze 
and digest state laws, and endeavor 
to carry out the legislative policies 
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of the Association. The Bureau is 
charged with the responsibility of 
seeking universal recognition of the 
unlimited nature of osteopathic 
practice and the universal avail- 
ability to osteopathic physicians 
and surgeons of facilities necessary 
to make practice effective. This is 
an overwhelming responsibility at 
this time. In addition to Dr. Mosier, 
its members are Drs. Joseph A. 
Walker, vice chairman, E. C. Gob- 
lirsch, C. Fred Peckham, J. Ed- 
ward Sommers, and Elmer C. 
Baum. All of them, with the as- 
sistance of the Central Office per- 
sonnel, have attempted to carry out 
the directives related to this Bu- 
reau. 


Public and Industrial Health 
The Bureau of Public and Indus- 
trial Health is concerned with the 
promotion of health and the pre- 
vention of disease. It studies health 
programs now in operation and 
continues its efforts to stimulate 
the furthering of these programs 
in the various states. Its members 
are active in the National Health 
Council and the National Safety 
Council. 


This Bureau is confronted with 
the problem of making contact 
with, and promoting the interests 
of, the osteopathic profession in the 
multiplicity of health organizations 
at state and federal levels. It can- 
not possibly maintain contact with 
all such organizations and must of 
necessity select those that currently 
appear to need the greatest sup- 
port. 

In addition to Dr. Anderson, Bu- 
reau members are Drs. Theodore 
F. Classen, vice chairman, Joseph 
H. Huff, and Earl K. Lyons. 


Disaster Medical Care e The Bu- 
reau of Disaster Medical Care has 
the responsibility of preparing ev- 
ery osteopathic physician and os- 
teopathic institution for the care 
of patients and people in disaster. 
It is most difficult to get the aver- 
age person, physician, nurse, or 
other hospital personnel to train 
for an atomic war in time of peace, 
even though the peace be question- 
able. 

All hospital inspection agencies 
insist on a disaster plan and a few 
areas prohibit any new housing 
construction without bomb shelters. 
Enough people can be saved to win 
a war if protection is adequate. 

Dr. Hanna, along with his re- 
gional directors, Drs. W. Hadley 
Hoyt, Jr., Robert J. Kromer, Walter 
B. Elliott, Jr., Joseph W. Elbert, 
J. Warren McCorkle, Ronald K. 
Woods, H. Kay Dooley, Vernon J. 
Reagles, and Mr. Paul Stitzel, have 
done an outstanding job during the 
current year. 
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Robert D. Anderson, D.O. 
Chairman 


Bureau of Public and 
Industrial Health 


> The Bureau of Public and In- 
dustrial Health feels that there is 
an increasing awareness, on the 
part of the osteopathic profession, 
of the many and varied agencies 
that have an interest in health. But 
it also recognizes that there are 
currents and crosscurrents ranging 
from that of “Let well enough 
alone” to one of frustration that 
leads to the opinion that only the 
federal government can handle the 
situation. 

The Committee on Medical Care 
Plans has demonstrated that, in 
spite of many divergent opinions, 
there is considerable high-level 
health care planning and that one 
of its most important objectives is 
to secure, in terms of cost and 
quality, the best care for the great- 
est number of people. The work of 
the Committee is being demon- 
strated in the Conference on Medi- 
cal Care Plans being held in Chi- 
cago in July. Here the currents and 
crosscurrents and the pros and cons 
of present and projected medical 
care plans will be discussed by ex- 
perts. Dr. Classen is general chair- 
man of the Conference. 

The A.O.A. has been accepted 
as an agency member of the Amer- 
ican National Council for Health 
Education of the Public, and your 
chairman represented the A.O.A. 
at the Council's meeting in New 
York. An important effort of the 
Council is the joint sponsorship, 
with the World Health Organiza- 
tion and the International Council 
for Health Education of the Pub- 
lic, of an International Conference 
on Health Education of the Public 
to be held in Philadelphia in July 
1962. Your chairman is serving on 
the membership committee of the 
Council. 

As has been indicated in pre- 
vious reports, the Bureau receives 
many invitations to meetings of 
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health-oriented agencies. Among 
the meetings attended have been 
those of the American Public 
Health Association, American Pub- 
lic Welfare Association, National 
Health Council and its advisory 
committees, and the AFL-CIO 
Community Services Committee. 
Since the members of this Bureau 
see each other at these and other 
meetings, it was felt that a formal 
meeting of the Bureau was not 
necessary this year. 


A.O.A. participation grows e Your 
chairman, having served for 6 
years on this Bureau and before 
that on the Bureau of Public 
Health and Safety, notes with 
some satisfaction the increased 
participation of the profession in 
this vital field of service. Not only 
are our members interested in pro- 
moting the interest of the profes- 
sion but, what to me is of greater 
importance, a partnership with the 
other disciplines in promoting the 
quality and quantity of health care. 
It is significant that the theme of 
the Conference on Health Educa- 
tion of the Public mentioned above 
is “Man and His Environment: 
Physical, Chemical, Biological, and 
Social.” 

One of the following recom- 
mendations stems from a continu- 
ing study of the Bureau structure 
and* what seems to be the will of 
the House and Board in assigning 
committees under the Bureau to 
carry out specific efforts. It is sug- 
gested that there is no need for 
a Bureau of five members to 
carry out purely Bureau functions. 
Rather, it should consist of a chair- 
man and the chairmen of the com- 
mittees under the Bureau. This 
would produce a more integrated 
and economical Bureau. 


Recommendations e 1. That the 
Bureau of Public and Industrial 
Health consist of a chairman and 
the chairmen of the Committee 
on Medical Care Plans, the Com- 
mittee on Health Care of the Ag- 
ing, and of any other committees 
placed under the. Bureau in the fu- 
ture. The term of office of the 
chairman shall be 1 year. (Ap- 
proved as amended) 

2. That the Committee on Med- 
ical Care Plans and the Committee 


on Health Care for the Aging con- 
sist of five members, each serving 
for a term of 5 years. Appointments 
shall be made in the following 
manner: one member for a term 
of 5 years, one for 4 years, one for 
3 years, one for 2 years, and one 
for 1 year. The chairman and vice 
chairman shall be selected from 
the members of the Committee, 
each for terms of 1 year. (Ap- 
proved) 


Theodore F. Classen, D.O. 
Chairman 


Committee on 
Medical Care Plans 


> The Committee on Medical 
Care Plans held its midyear and 
annual meetings in Central Office, 
Chicago, one on December 11, the 
other on June 3. Present at one or 
both were Committee members 
Drs. Theodore F. Classen, chair- 
man, W. C. Andreen, James H. 
McCormick, and A. A. Ferris. Also 
in attendance were Drs. Robert D. 
Anderson, chairman of the Bureau 
of Public and Industrial Health, 
Roy J. Harvey, A.O.A. President, 
Charles L. Naylor, A.O.A. Presi- 
dent-Elect, and Vernon H. Casner, 
chairman of the Committee on the 
Health Care of the Aging. Of the 
A.O.A. staff, Milton McKay, gen- 
eral counsel, and Mortimer T. En- 
right, administrative assistant, at- 
tended. 

During the year, the Committee 
has supplied these materials to di- 
visional society committees on 
health insurance: copies of its 1960 
report to the A.O.A. House and 
Board, which summarized and com- 
mented upon health insurance mat- 
ters and proposals, for publication 
in state bulletins; a summary of So- 
cial Security amendments enacted 
by Congress in August 1960 per- 
taining to the extension of medical 


care for persons receiving old age 
benefits and providing a new medi- 
cal assistance program for aged 
persons not on old age assistance. 
Further information on this sub- 
ject has been published in Tue 
JouRNAL OF THE A.O.A. 


A.O.A, statement e In July 1960 
the House of Delegates approved 
the statement on medical care plans 
that the Board of Trustees had pre- 
viously adopted. This covers prin- 
ciples relating to governmental and 
voluntary health insurance and 
medical care programs, and to the 
administration, organization, and 
provisions of medical care under 
such plans. 

This statement should be studied 
by every osteopathic physician. 
The Committee is convinced that 
the profession would increase its 
contribution to the organization of 
state medical care plans if all mem- 
bers were familiar with the mate- 
rial the A.O.A. statement presents. 
In leaflet form, titled “Medical 
Care Plans,” it is available without 
charge from the A.O.A. 


July Conference e Also in 1960, 
the House of Delegates directed 
this Committee to organize a July 
Conference of Health Insurance 
and Medical Care Plans. Plans for 
- that Conference, to be held this 
week, have been the main activity 
of the Committee during the year, 
and a resume of the Conference 
will serve well as this year’s Com- 
mittee report. Copies of Confer- 
ence planning notes are available, 
and speeches and discussions will 
later be compiled and distributed 
to libraries and interested organi- 
zations. Already there is evidence 
that the exercise of responsibility, 
as shown in the Conference, is re- 
flecting credit upon the Associa- 
tion. 


Dr. Classen, as he presided over the Con- 
ference on Medical Care Plans, held im- 
mediately preceding the July meetings of 
the A.O.A. House and Board. Dr. Classen 
is chairman of the Committee on Medical 
Care Plans, set up in 1959. 


Vernon H. Casner, D.O. 
Chairman 


Committee on 
Health Care for the Aging 


> The Committee on Health Care 
for the Aging met in Central Office 
on January 7, and is meeting again 
on July 8. Present members are 
Drs. Vernon H. Casner, Kirksville, 
Missouri, chairman; William B. 
Strong, Des Moines, Iowa; Richard 
S. Koch, Olympia, Washington; and 
A. R. Fuller, Fremont, Ohio. 

The Committee was created July 
1960 by this resolution of the House 
of Delegates: 


“The American Osteopathic Asso- 
ciation, being concerned with the 
health and welfare of all citizens, 
recognizes that the health problems 
of the aging pose a direct and im- 
mediate concern to the nation. The 
Association is cognizant that pro- 
viding adequate health care for the 
needy aging is only a part of the 
over-all problem and its solution. 

“THEREFORE BE IT RE- 
SOLVED, that the American Oste- 


opathic Association pledge its 
cooperation with all agencies, gov- 
ernment and private, which are 
working responsibly to solve the 
problem of providing adequate 
health care services to the aging on 
a constructive and positive base, 
to the end that the experiences and 
skills of physicians may be utilized 
fully in the planning of medical 
programs, as well as their execu- 
tion. 

“BE IT FURTHER RESOLVED, 
that copies of this resolution be 
circulated to all responsible agen- 
cies, organizations and individuals 
—— concerned with this prob- 
em. 


This resolution, as well as the min- 
utes of the House of Delegates and 
Board of Trustees relating to it are 
being given careful and continuing 
study. The resolution is an impor- 
tant statement of policy and intent 
of the American Osteopathic Asso- 
ciation. 

At the Committee’s first meeting, 
two parts of the resolution were 
given detailed consideration. The 
first was the statement that the 
health problems of the aging, as a 
whole, must not be overshadowed 
by problems of the needy aging, 
who are only a part of the whole 
problem. The second was the state- 
ment that the Association should 
approach health care services for 
the aging on a constructive and 
positive basis, in both planning and 
execution. 


Study and correlation ¢ The Com- 
mittee feels that 'it should serve as 
advisor to the A.O.A. on matters 
within its area of responsibility, 
and should be available to study 
such matters as the Association 
feels should be considered. The 
Committee recognizes the need for 
correlation of its activities with 
those of the other A.O.A. agencies, 
particularly the Bureau of Public 
and Industrial Health and the Com- 
mittee on Medical Care Plans. 

In its planning, the Committee 
held to the conviction that all doc- 
tors of osteopathy should be eligi- 
ble to provide health care to the 
aging, each according to his train- 
ing and qualifications. .This will 
produce a maximum contribution. 
Just as health care problems of the 
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aging are a part of those of the 
population as a whole, the osteo- 
pathic profession as a whole should 
contribute toward meeting them. 
Medical care problems of the ag- 
ing, however, involve a greater in- 
cidence of chronic disease, longer 
hospital stays, increased visits to 
physicians, and more serious prob- 
lems in financing than those of the 
general population. 


Social Security amendments e¢ 
The Committee was impressed that 
the 1960 Social Security amend- 
ments, enacted by the United States 
Congress, in defining medical as- 
sistance for the aged, includes all 
D.O.’s eligible to provide medical 
or remedial care as therein defined 
in accordance with the state medi- 
cal assistance for the aged program. 
By providing federal matching 
funds, federal law encourages the 
states to establish programs for the 
medical care for the aged. 

The Committee discussed factors 
affecting the medical care and 
health of the aging. These included 
health and medical care itself, 
medical research, mental health, 
nursing home and allied auxiliary 
facilities, housing, religion, reha- 
bilitation, social services, income 
maintenance, education, recreation, 
preventive medicine, and state and 
local community services. The 1961 
White House Conference on Aging 
furnished valuable information in 
its reports and recommendations. 

In studying its functions and ob- 
jectives, the Committee considered 
Resolutions A and B of the Michi- 
gan Association of Osteopathic 
Physicians and Surgeons to be mat- 
ters for continuing study by its 
members. It recognized, however, 
that the parts of the Resolutions 
dealing with the financing or eco- 
nomics of the Social Security Sys- 
tem, with equal insurance rates for 
all ages, and with pension plans 
should be referred to the Commit- 
tee on Medical Care Plans. 


Recommendations e 1. That the 
Board direct that the contents of 
the Michigan Resolutions A and B 
be matters of continuing study of 
the Committee on Health Care for 
the Aging. (No action necessary) 

2. That the economic or financial 
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provisions of the Michigan Resolu- 
tions A and B be referred to the 
Committee on Medical Care Plans. 
(Board directed clarification of this 
recommendation) 

3. That the functions and objec- 
tives of the Committee in the care 
of the aging be: (1) participation in 
the planning for health care; (2) 
emphasis on medical, mental, and 
rehabilitation problems; (3) study 
of the development of adequate 
facilities; (4) consideration of new 
health proposals or plans; (5) broad- 
ening of research; (6) stimulation 
of public and professional educa- 
tion; (7) encouragement, employ- 
ment, and investigation of the use 
of preventive medicine relating to 
aging health problems; and (8) 
co-operation with agencies inter- 
ested in these problems. (Adopted ) 


Raymond W. Hanna, D.O. 
Chairman 


Bureau of 
Disaster Medical Care 


> The Bureau of Disaster Medi- 
cal Care, created in July 1960 as 
an ad hoc committee, was made 
a bureau in January of this year 
and placed in the Department of 
Public Affairs. It now consists of 
eleven members: a chairman, eight 
regional chairmen, and one repre- 
sentative each from the American 
Osteopathic Hospital Association 
and the A.O.A. Central Office. 
As anticipated, the Bureau has 
become the focal point for con- 
siderable local activity by osteo- 
pathic hospitals and doctors. At 
the same time, as a national agency, 
it has enhanced the co-operation 
between the profession and the two 
government agencies which share 
the federal responsibility for dis- 
aster medicine, the U.S. Public 
Health Service and the Office of 
Civil and Defense Mobilization. 
This expansion of civic activity, 


identified with the osteopathic pro- 
fession at all levels, is a splendid 
example of a constructive public 
relations program. This is quite 
incidental to its main purpose. 

Toward the end of the year, 
Dean Dranias of the Central Office 
staff was named as staff representa- 
tive to the Bureau following the 
resignation of Otha Linton from 
the Central Office staff. 


Objectives ¢ To carry out the work 
assigned to the A.O.A. by the 
USPHS and OCDM, the Bureau, 
under Board direction, has estab- 
lished these four objectives: 

1. Appointment of an active dis- 
aster medical care committee in 
each state society. According to 
present information, thirty-two 
state societies and several specialty 
colleges have organized commit- 
tees. A list of their chairmen has 
been supplied to USPHS and 
OCDM, so that federal training 
materials will become available 
to them. The Bureau will work 
with these committees, and urge 
the creation of similar ones in all 
divisional societies. 

2. Incorporation of casualty care 
training in postgraduate teaching 
programs of state societies and spe- 
cialty groups. Progress has been 
made here. With the aid of re- 
gional representatives of USPHS 
and OCDM, speakers have been 
supplied for programs of the Amer- 
ican College of Osteopathic Sur- 
geons and its affiliated groups and 
of divisional societies in Michigan, 
Florida, Missouri, Iowa, Ohio, and 
elsewhere. Two representatives of 
the federal Division of Health Mo- 
bilization were on the A.O.A. pro- 
gram in January. The entire pro- 
gram for the Iowa _ association, 
held in May, was based upon dis- 
aster medicine. Machinery has been 
created to provide speakers and 
training materials from government 
and A.O.A. sources to any com- 
ponent group planning a program 
on disaster medicine. 

As a direct training responsibil- 
ity, the Bureau conducted two re- 
gional seminars to bring informa- 
tion to state and local chairmen. 
They were held in Kansas City in 
April and in Cleveland in June. 
Between fifty and a hundred per- 
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sons, including doctors, administra- 
tors, and public officials, attended 
each session. Other seminars are 
planned for the coming year. 

The Bureau is particularly con- 
cerned during the coming year 
with programs which will integrate 
the function of specialists into 
treatment of disaster survivors in 
the emergency hospital and clinic. 
This will mean an emphasis on the 
maximum use of medical technics 
of disaster care for pediatricians, 
anesthesiologists, radiologists, and 
surgeons. 

3. Preparation of disaster and evac- 
uation plans for all osteopathic hos- 
pitals. The Bureau has furnished 
information on disaster plans 
through the government and the 
American Osteopathic Hospital As- 
sociation. Articles have appeared 
in A.O.A. and AOHA publications, 
and the AOHA has incorporated 
material about disaster planning 
into several of its programs. Sev- 
eral hospitals have been encour- 
aged to make disaster plans for 
their own use. 

4. Incorporation of casualty care 
training in undergraduate surgery 
courses in osteopathic colleges. Dr. 
Ronald K. Woods, a Bureau mem- 
ber, has prepared a course which 
has been put into the curriculum 
of the College of Osteopathic Medi- 
- cine and Surgery, Des Moines, and 
will be further developed for con- 
sideration by the other schools. He 
has been aided materially in his 
preparations by the USPHS Divi- 
sion of Health Mobilization and by 
OCDM. 

Bureau members have met with 
government officials and represent- 
atives of the A.O.A. Council on 
Federal Health Programs to dis- 
cuss federal support for casualty 
care training in osteopathic col- 
leges. That such funds will be 
made available in the near future 
is the hope of the Bureau. - 


Leadership e As noted, representa- 
tives of the Bureau are receiving 
an increasing number of demands 
for their leadership in federal and 
professional programs concerned 
with disaster medicine. The Cen- 
tral Office has amassed a sizable 
library of materials which are used 
to provide programs and advice to 
state and local organizations. Re- 
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To the retiring Speaker—Dr. Robert D. McCullough, right, reverses the usual order of 
business when he speaks for the House of Delegates in presenting an engraved teakwood 
gavel to retiring Speaker and newly-named President-Elect Charles W. Sauter, Il. The 
gavel marks Dr. Sauter's 18 years of service to the House, for 7 years as Vice Speaker 


and I! as Speaker. 


gional and local chairmen have 
been invited to participate in state 
and federal programs, and in some 
instances to head local health prep- 
arations. In two states, the chair- 
man and one member of the Bu- 
reau have been appointed by their 
governors as members of advisory 
groups, and have been asked to 
participate in disaster medicine 
displays and demonstrations at 
state fairs. The chairman of the 
Council on Federal Health Pro- 
grams and the chairman of the Bu- 
reau were named consultants to 
the USPHS. The Bureau is taking 
an active role in the U.S. Civil De- 
fense Council and last September 
the chairman received an award 
from that group. 

During the year, osteopathic 
representatives completed federal 
courses in health mobilization and 
in emergency hospital manage- 
ment. A doctor designated by the 
Bureau attended the mass casualty 
care course offered by the U.S. 
Army Medical Corps at Brooke 
Army Medical Center in San An- 


tonio. The corps has already en- 
rolled another osteopathic physi- 
cian for a fall ceurse, and hopes 
for other applications. 


Projects ¢ During the coming year, 
the Bureau anticipates expansion 
of its efforts to prepare osteopathic 
physicians for their role in disas- 
ter medical care: It hopes to con- 
duct regional training seminars for 
state and local chairmen, to send 
its own members and other D.O.’s 
to federal courses, and to continue 
its educational efforts through the 
official publications and the dis- 
tribution of other materials..As a 
result of its first year’s work, the 
Bureau has been promised in- 
creased assistance and co-operation 
from the federal agencies involved. 


Recommendations (Adopted as 
revised) e 1. That the Bureau of 
Disaster Medical Care consist of a 
chairman and the chairmen of the 
eight regional areas, a representa- 
tive of the American Osteopathic 
Hospital Association and a repre- 
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sentative of the Central Office staff, 
each to serve for a period of 3 
years. In setting up the Bureau, 
four members shall be appointed 
for 3 years, four members for 2 
years and three members for 1 
year, with the chairman to be ap- 
pointed annually. 

2. That the request of the Bu- 
reau of Disaster Medical Care for 
a budgetary allocation of $5,000 
for 1961-62 be approved. 


William B. Strong, D.O. 
Chairman 


Council on Development 


> In spite of the overwhelming 
amount of time the California situ- 
ation has demanded of Council 
members in Central Office this year, 
the Council on Development has 
had an even more successful year 
than the one on which I reported in 
Kansas City. Here are but a few of 
the major results for 1960-1961, as 
of May 31, 1961: 

1. Pharmaceutical houses made 
second grants to osteopathic educa- 
tion totaling $22,500. 

2. Grants from new sources in 
the pharmaceutical industry totaled 
$12,000. These included first con- 
tributions from the Upjohn, Ciba, 
Eisele, National Drug, and A. H. 
Robins companies. 

3. Mead Johnson and Company 
awarded nine fellowships of $1,000 
each for postdoctorate study by 
osteopathic physicians. This was an 
increase of three grants over previ- 
ous years. 

In Kansas City, I reported that 
annually an estimated $11,000,000 
goes to the osteopathic profession 
from federal agencies. A $1,000,000 
grant from the National Heart In- 
stitute of the United States Public 
Health Service is pending for vas- 
cular-neurologic studies at the clin- 
ical research center of the Kirks- 
ville College of Osteopathy and 
Surgery, which has also been 
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named in a bequest of $3,500,000. 


Bills before Congress e Current 
bills before Congress have been re- 
ported on by the Executive Direc- 
tor and general counsel. The pro- 
posed legislation for aid to medical 
education through the construction 
of new colleges and aid to students 
in medical colleges exceeds $6,000,- 
000. Osteopathic colleges and their 
students are included under these 
programs. Finally, osteopathic non- 
profit hospitals have reported re- 
ceipt of $1,700,000 from lay sources. 

The A.O.A. Board of Trustees 
has voted to hold four regional meet- 
ings a year, so that it can improve, 
on a face-to-face basis, communica- 
tions with members of divisional 
societies in various regions of the 
country. It is my intention, as 
chairman of the Council on Devel- 
opment, to make full use of these 
meetings to get closer co-operation 
between the national and state de- 
velopment programs. I believe that 
this improved method of communi- 
cation will multiply the effective- 
ness of the Council many times over. 


Outlook e To say that my outlook 
on the future is optimistic is to put 
it mildly. I would remind you that 
in the history of this profession 
some have said: 
—that practice rights would never 
be achieved in this or that state— 
but they have; 
—that this or that college would 
have to close its doors for want of 
funds, but they haven't; 
—that the osteopathic profession 
would never be recognized under 
this or that federal program, but 
it is; 
—that organized philanthropy and 
the federal government would nev- 
er supply funds to continue this 
profession, but they do; 

And I say to you: 
—that there will be those who will 
still say that there won't be any 
new osteopathic colleges, but there 
will; 
—that the scientific contribution of 
the osteopathic concept will never 
be widely accepted and imple- 
mented, but it will; 

Organized medicine may say it 
can’t be done, but you have said 
here we are certainly going to try. 


True B. Eveleth, D.O. 
Secretary 


The National 
Osteopathic Foundation 


> The first annual meeting of the 
membership of The National Oste- 
opathic Foundation under its new 
By-Laws, as amended on January 
25, 1960, was held at the Carillon 
Hotel, Miami Beach, Florida, on 
January 22, 1961. 

A special meeting of Foundation 
members who were present was 
held in July 1960, during the A.O.A. 
Convention in Kansas City. Two 
new directors to the Foundation 
were elected: Edgar L. Harden, 
president of Northern Michigan 
College, Marquette, Michigan, and 
Leslie W. Scott, president of Fred 
Harvey restaurants. 

At its annual meeting in Miami 
Beach in January, the By-Laws of 
the Foundation were again amend- 
ed to implement a plan for extend- 
ing membership in the Foundation 
to community leader-type laymen 
and to provide for appointment of 
bureaus and committees within the 
Foundation structure. 


Elections e All present members of 
The National Osteopathic Founda- 
tion were re-elected to membership 
with the exception of Drs. Russell 
M. Husted, Robert A. Galbraith, 
and Dominic Raffa. The following 
additional members were elected: 
Drs. Earl K. Lyons, Loren R. Rohr, 
Richard E. Eby, and W. S. Horn. 

The following were elected as 
officers of the Foundation member- 
ship: Drs. Roy J. Harvey, chairman; 
Wesley B. Larsen, vice chairman; 
and True B. Eveleth, secretary. 
These men were elected to the 
Board of Directors: William T. 
Brady, Herbert E. Evans, Edgar L. 
Harden, Earle R. MacLaughlin, and 
Leslie W. Scott, for terms of 3 
years; Drs. Harvey, Charles L. 
Naylor, and George W. Northup, 
for terms of 2 years; and Drs. Ira 
C. Rumney, William B. Strong, and 
Galen S. Young, for terms of 1 
year. 


Forum on Communications e At 
its only meeting during the 1960-61 
fiscal year, the Board of Directors 
of the Foundation worked on the 
problems of expanding the mem- 
bership, hiring an executive officer, 
and establishing a budget. A com- 
munications forum, sponsored by 
the Foundation and financed by a 
grant from Warner-Chilcott Labo- 
ratories, was held on December 12, 
1960, in Central Office. The pur- 
pose of this forum was to orient the 
delegates to the National Health 
Council meeting in New York in 
March 1961. 

Contributions to the Foundation 
made during the 1960-61 fiscal 
year by pharmaceutical houses 
were: Abbott Laboratories, $2,000; 
Ayerst Laboratories, $2,500; Bur- 
roughs-Wellcome and Company, 
$1,500; Ciba Pharmaceutical, Prod- 
ucts, $400; Eisele and Company, 
$250; Lederle Laboratories, $2,500; 
Eli Lilly and Company, $2,500; 
Mead Johnson and Company, $9,- 
000; Merck Sharp and Dohme, 
$5,000; Pfizer Laboratories, $6,000; 
E. R. Squibb and Sons, $2,500; and 
Wyeth Laboratories, $5,000. Con- 
tributions received since May 31, 
1961 are: The National Drug, $250; 
A. H. Robins Company, $1,000; and 
Upjohn Company, $10,000. 

New pharmaceutical house con- 
tacts made during the year were 
- Parke Davis and Company, Wm. H. 
Rorer, Inc., Winthrop Laboratories, 
National Drug Company, A. H. 
Robins Company, and Upjohn Lab- 
oratories. 


Christmas seals e The total re- 
ceipts from the 1960 Christmas seal 
program were $71,125.16, topping 
by $5,122.09 the campaign record 
set in 1957. This makes it possible 
to provide more funds than ever 
before for student loans and re- 
search. 

Interest in and support of the 
program by the public has in- 
creased. During the 1960 campaign, 
69 per cent of the total returns were 
realized through the distribution of 
seals to the public. Much of this 
increase may be attributed to the 
Auxiliary to the A.O.A., whose 
members have developed a Mail 
Clerk Service to help doctors ad- 
dress and mail seal packets to 
friends, family, patients and towns- 


people. 
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Plans for the 1961 campaign are 
already under way, with the 
A.A.O.A. assuming the responsibili- 
ty for the direction of the program. 
It has one purpose in mind: to 
help promote support of the pro- 
gram through the doctors to the 
public. 


Robert N. Evans, D.O. 
Chairman 


Student Loan 
Fund Committee 


> The regular quarterly Commit- 
tee meetings have been held dur- 
ing the year. This fund experienced 
considerably more activity than did 
the A.O.A. loan fund. In the 12- 
month period ending May 31, the 
Foundation fund issued 106 loans 
(61 new and 45 second loans) total- 
ing $96,730. This is more than has 
been granted heretofore in any 1 
year from both funds. 

Since the Foundation fund was 
set up in 1949, loans in a total of 
$285,935 have been granted to 326 
students. (For statistics covering 
both loan funds, see the annual 
report of the Student Loan: Fund 
Committee in the October Jour- 


NAL, page 155.) 


Activity increases e Paralleling the 
lending activity in other colleges, 
our two funds have shown in- 
creased activity in the past 3 years. 
In 1958-59 we had a 20 per cent 
increase over the previous year in 
the amount of money loaned; in 


1959-60, a 36 per cent increase 
over the previous year; and in the 
fiscal year just ended, a 17 per cent 
increase over last year. 

At the October meeting of the 
Committee, the first in the 1960-61 
year, applications for loans totaled 
104. This was 27 more than at any 
previous fall meeting, when we 
usually have the largest number 
of applications. Of these 104 re- 
quests for loans, 61 were from 
seniors and 43 from juniors. From 
the two funds, the Committee 
granted 62 loans and, because of 
insufficient funds, postponed con- 
sideration of 42 applications. 

At each subsequent meeting, 
there were more applications than 
the Committee could approve. (See 
table below.) In recent years the 
Committee has tried to accommo- 
date all eligible applicants some- 
time during the school year fol- 
lowing postponement action. The 
Committee usually first considers 
requests for second loans, then first 
loans to seniors (to assure their 
graduation), and then loans to 
juniors. 


Good educational backgrounds e 
The great majority of applicants 
have excellent educational back- 
grounds, some with master’s and 
most with bachelor’s degrees. Most 
of them have part-time jobs. If they 
are married, usually their wives 
are employed. Those who have had 
G.I. benefits have exhausted these 
resources. 

Members of the Committee ex- 
pressed their opinion that these 
loans are important to the students 
and it is anticipated that, with 
other inflationary costs, college tui- 
tions can be expected to be in- 
creased in the foreseeable future. 
Thus heavier demands will be 
made on the Loan Fund. 

Even with the aid of the Educa- 
tional Fund of the U. S. Depart- 


ACTION ON ALL STUDENT LOAN FUND APPLICATIONS—1960-61 


Loans 
Committee Applied for Granted Postponed 
Meeting 
Number Percentage 

October 104 62. 42 40 
November 57 31 26 45 
February 4l 18 23 55 
May 46 21 25 54 
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ment of Defense, which makes loans 
to students through their colleges, 
requests for assistance through the 
Association’s loan program are not 
diminishing. Inasmych as the gov- 
ernment loans are available to col- 
lege students in the lower classes, 
it is our understanding that many 
of these loans are going to fresh- 
men and sophomores, whereas our 
fund is available only to juniors 
and seniors. 


Christmas seals e Assets of the 
Foundation fund are increased 
each year by a portion of the new 
proceeds of the annual Christmas 
seal campaign. This year the por- 
tion was 60 per cent. In view of 
the present shortage of working 
capital and the heavy demand for 
loans, the Committee, in its mid- 
year report to the Board of Trus- 
tees, included a recommendation 
“That the Student Loan Fund of 
the National Osteopathic Founda- 
tion receive 100 per cent of the 
net proceeds of the 1961 Christmas 
seal campaign,” as had been done 
prior to the recent diversion of a 
portion of the proceeds to the Re- 
search Fund. It will be remem- 
bered that the seal campaign was 
begun in 1931 by the Student Loan 
Fund Committee as its original and 
chief source of new working cap- 
ital. 

The action of the Board in dis- 
approving the recommendation and 
directing that the net proceeds of 
the 1961 Christmas seal campaign 
be divided equally between the 
Foundation’s Student Loan Fund 
and Research Fund was disap- 
pointing to the members of the 
Committee, since this represented 
a reduction rather than an increase 
in the Loan Fund’s proportionate 
share of seal proceeds. 

Educational and living costs are 
constantly on the increase. To as- 
sure a continuous supply of good 
students in osteopathic colleges, it 
is felt that there is need to help 
many of these students in meeting 
their tuition costs. 

The Committee is hopeful that 
the Board will study the matter 
further and will find it possible to 
make available to the Committee 
a source of funds that will enable 
it to give favorable consideration 
to a greater percentage of quali- 
fied applicants. 
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Recommendation e That the 
Board reconsider its action of Jan- 
uary 1961, in reducing the propor- 
tion of the Christmas seal cam- 
paign proceeds assigned to the 
Student Loan Fund, and that it in- 
crease to the greatest extent pos- 
sible the percentage of the 1961 
returns assigned to the Loan Fund. 
(The Board reaffirmed its previous 
action that the net proceeds of the 
1961 Christmas seal campaign be 
equally divided between the Stu- 
dent Loan Fund and the Research 
Fund of the National Osteopathic 
Foundation.) 


John W. Mulford, D.O. 
Chairman 


Committee on 
Educational Grants 


> The program on educational 
grants of The National Osteopathic 
Foundation has completed its first 
year of operation. As in all new 
programs, experience has pointed 
out areas of weakness and of 
strength. During the year changes 
in criteria have been made, and the 
application and reporting forms 
have been completely revised. 

Members of the committee are 
Drs. John W. Mulford, chairman, 
Ira C. Rumney, Robert A. Kistner, 
and Bernard J. Plone. Lawrence W. 
Mills is committee consultant, and 
Luise Van Hook is secretary; both 
are members of the Central Office 
staff. 

Foundation awards are in the 
main derived from contributions 
from pharmaceutical companies 
earmarked for educational grants. 
The report of the secretary of the 
Foundation, immediately preceding 
this report, lists the companies that 
have supported osteopathic educa- 
tion and research this year. 


Committee awards e The Commit- 

tee met in Central Office on June 2, 

and made the following awards: 
McCaughan scholarships—Albert 


A. Witte, Chicago College of Oste- 
opathy; Stephan A. Isaacson, Col- 
lege of Osteopathic Medicine and 
Surgery, Des Moines, Iowa; John 
P. Jones, Kansas City College of 
Osteopathy and Surgery, Kansas 
City, Missouri; Richard C. Mac- 
Donald, Kirksville College of Oste- 
opathy and Surgery, Kirksville, 
Missouri; John Chase Rand, Phil- 
adelphia College of Osteopathy, 
Philadelphia. 

Pfizer scholarships—Roland C. 
Gerhard, CCO; Robert K. Simpson, 
COMS; Roland L. Goedecke, KC; 
Lawrence A. Anderle, KCOS; and 
Norman F. C. Baker and Richard 
Darby, both of PCO. 

Florida Surgical Equipment 
Company scholarship—Peter A. 
Kronick, KCOS. 

Abbott—Roderick H. Salach, 
D.O., CCO, for research in ophthal- 
mology. 

Ayerst—Richard Gordon, D.O., 
KC, in physical medicine and reha- 
bilitation. 

Burroughs Wellcome—Sanford S. 
Herr, D.O., COMS, in internal 
medicine. 

Lederle—William J. Gillespie, 
D.O., and Robert S. Bear, D.O., 
both of PCO, the first in adminis- 
tration, the second in pathology. 

A. H. Robins—George H. Scheur- 
er, D.O., KCOS, in internal medi- 
cine. 

Eli Lilly—Salvatore J. Calise, 
D.O., and Jerry W. Scott, D.O., 
both of KCOS, the first in internal 
medicine, the second in radiology. 

Wyeth—Douglas P. Hagen, D.O., 
KCOS, in internal medicine. 

Merck Sharp and Dohme—Ray- 
mond E. Henshaw, D.O., COMS, 
in surgery. 

Upjohn—Edward R. Woods, 
D.O., CCO, in research. 


Curriculum study e The Commit- 
tee approved continuing support of 
the work of the Council of Deans 
in the development of a new cur- 
riculum for osteopathic colleges. 
This has so far been supported by 
a grant from Smith Kline and 
French. 

The Committee is pleased to an- 
nounce that the 1960 recipients of 
grants complied with all require- 
ments for reports and the prepara- 
tion of scientific papers, many of 
which will appear in THE JouRNAL. 


This section is 


convenient form. 
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ANAMEBA® 


Chemistry e Anameba is a new 
oral amebicide, each tablet con- 
taining 5,000 U.S.P. units of baci- 
tracin- methylene -disalicylate and 
125 mg. of iodochlorhydroxyquin. 


Pharmacodynamics e Anameba 
combines the potent antibacterial 
action of bacitracin with the spe- 
cific amebicidal action of iodo- 
chlorhydroxyquin. Controlled clin- 
ical experience with Anameba 


published monthly to inform the practicing physician about new d: nd medical 
made available on the market. It is a reference section prepared by Tue material 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 


ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


showed that a single course of 
treatment resulted in improvement 
or complete alleviation of symp- 
toms. Relief of abdominal distress 
and flatulence was prompt, and no 
alteration in diet was necessary. 
Re-examination of the patients 4 
months later showed that 90 per 
cent were still cured. 


Toxicology ¢ Clinical reports in- 
dicate that no toxic reactions or 
side effects occur with Anameba 
therapy. 


Indications e Anameba is specifi- 
cally indicated for the treatment of 
amebiasis. It has been reported 
effective in treating a group of car- 
riers of Endamoeba histolytica. 


Dosage schedule e The usual 
course of treatment consists of one 
tablet three times a day, after 
meals, for a period of 8 days. 


Manufacturer e Chicago Pharma- 
cal Company, 5547 Ravenswood 
Avenue, Chicago 40, Illinois. 


Reference ¢ Frye, W. W., and 
Lampert, R., Am. J. Gastroenterol. 
34:429, 1960. 
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CLUSIVOL® CHEW TABLETS 


Chemistry ¢ Clusivol Chew Tab- 
lets supply multiple vitamins and 
minerals in a form designed to be 
especially acceptable to children. 
The balanced formula includes vi- 


tamins A, D, C, B, mononitrate, B.,, 
B,, and B,,, nicotinamide, calcium 
pantothenate, ferrous fumarate, 
manganese glycerophosphate, zinc 
oxide, magnesium oxide, and cal- 
cium phosphate which supplies 40 
mg. of calcium and 30 mg. phos- 


chew tablets 


ICLUSIVOL 


VITAMI N-MINERAL 


phorus per tablet. The tablets are 
citrus-flavored. 


Pharmacodynamics e Clusivol 
Chew Tablets are intended for 
supplementary use rather than 
therapeutic, to reinforce nutrition 
and prevent deficiencies in essen- 
tial food elements. 


Indications e Clusivol Chew Tab- 
lets are indicated whenever nutri- 
tional reinforcement with essential 
vitamins and minerals may be re- 
quired. 


SLUSIVOL 


< 


Contraindications e No necessary 
precautions or specific contraindi- 
cations to the use of this prepara- 
tion have been reported. 


Dosage schedule e For children 
or adults, one Chew Tablet daily, 
or as directed by the physician. 


How supplied e« No. 719—Clusi- 
vol Chew Tablets, in bottles of 50. 


Manufacturer Ayerst Laborato- 
ries, Incorporated, New York 16, 
New York. 
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FURACIN® TOPICAL CREAM 


Chemistry ¢ Furacin is a synthetic 
chemotherapeutic agent, the only 
brand of nitrofurazome, which has 
the formula 5-nitro-2-furaldehyde 
semicarbazone. The topical cream 
contains 0.2 per cent Furacin in a 
base consisting of glycerin, cetyl 
alcohol, liquid petrolatum, poly- 
ethylene glycol ether complex of 
higher fatty alcohols, methylpara- 
ben, propylparaben, and water. 


Pharmacodynamics e Furacin is 
bactericidal, acting like the anti- 
biotics and sulfonamides to disrupt 
the enzymatic metabolism of the 
bacterial cell without appreciable 
effect on mammalian tissues. 


Toxicology e The only toxic effect 
noted is that of sensitization; 
among cases reported in the litera- 
ture, the incidence of this effect is 
less than 4 per cent. It is most like- 
ly to occur in patients with ab- 
normally sensitive skin, as found 
around chronic varicose ulcers. 
Early symptoms are irritation, pru- 
ritus, and erythema at the site of 
application; if treatment is not ter- 
minated, the effect can proceed to 
a generalized cutaneous rash. 
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Indications e Furacin Topical 
Cream is indicated for topical ap- 
plication to prevent or treat bac- 
terial infections of the skin. It is 
especially indicated in the treat- 
ment of pyoderma because of its 
stiff, non-running cream base. It 
may be used to treat or prevent 
infections associated with irradi- 
ation or surgical removal of malig- 
nant growths, and in postoperative 
care of anal, rectal, and pilonidal 
cyst incisions. 


Contraindications e The only con- 
traindication would be known sen- 
sitivity to Furacin. 


Dosage schedule e Furacin Topi- 
cal Cream is applied several times 
a day in the case of pyoderma; for 
wounds it is applied once daily 
or every few days according to the 
dressing technic used. 


How supplied e Furacin Topical 
Cream is available in tubes con- 
taining 28 grams each. 


Manufacturer e Eaton Laborato- 
ries, Division of The Norwich 
Pharmacal Company, Norwich, 
New York. 
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TIGACOL"™ 


Chemistry e Each Tigacol capsule 
contains 100 mg. of Tigan [4-(2- 
dimethylaminoethoxy )-N-(3,4,5-tri- 
methoxybenzoyl) benzylamine] hy- 
drochloride and 50 mg. of Roniacol 
(nicotinyl alcohol) in the form of 
the tartrate. 


Pharmacodynamics e Tigacol is 
designed to control vertigo and 
nausea with a minimum of discom- 
forting side reactions. Tigan is a 
specific antiemetic agent, control- 
ling nausea and vomiting by block- 
ing the chemoreceptor trigger zone, 
a medullary structure which ac- 
tivates the vomiting center. It does 
not cause sedation, hypotension, 


282 


or extrapyramidal symptoms. Ro- 
niacol is a well-tolerated vasodila- 
tor with a direct relaxing effect on 
peripheral blood vessels. Its action 
is longer lasting than that of nico- 
tinic acid and it is less likely to 
produce severe flushing and other 
side reactions. 


Toxicology e In clinical trials, side 
effects were virtually absent except 
for a few instances of flushing and 
an occasional case of skin rash 
which disappeared when medica- 
tion was stopped. 


Indications e Tigacol is indicated 
for the relief of vertigo, nausea, 
and vomiting due to impaired ce- 
rebral circulation, Méniére’s syn- 


drome, labyrinthine or vestibular 
dysfunction, or other related con- 
ditions. 


Contraindications e There are no 
known contraindications to the use 
of Tigacol, but as with any new 
drug, patients should be observed 
periodically. 


Dosage schedule e The usual adult 
dose is 1 or 2 capsules three times 
a day. 


How supplied e Tigacol capsules, 
pink, are available in bottles of 50. 


Manufacturer, e Roche Laborato- 
ries, Division of Hoffmann-La- 
Roche Incorporated, Nutley, New 
Jersey. 
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GELUSIL® FLAVOR-PACK 


Chemistry e Gelusil Flavor-Pack 
contains packages of flavoring 
powders along with unflavored 
liquid Gelusil, a long-acting acid 
neutralizer combining nonreactive 
aluminum hydroxide and magnesi- 
um trisilicate U.S.P. The separately 
packaged flavors include spear- 
mint, pineapple, and raspberry. 


Pharmacodynamics e Gelusil Fla- 
vor-Pack is especially designed to 
assure maximum flavor acceptabil- 
ity and to help patients subject to 
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prolonged antacid therapy avoid 
antacid “flavor-fatigue.” Gelusil 
controls gastric acid by both neu- 
tralization and physical adsorption, 
coating the mucosa with two de- 
mulcent gels. Because a minimum 
of astringent aluminum is formed, 
no laxative additives are required. 


Indications e Gelusil is indicated 
for the relief of gastric hyperacid- 
ity associated with dietary indis- 
cretions, nervous or emotional dis- 
turbances, excessive smoking, food 
intolerance, alcoholic beverages, or 
peptic ulcer. 


Dosage schedule e The usual dos- 
age is two teaspoonfuls of Gelusil 
2 hours after each meal or when- 
ever symptoms are troublesome. 
One teaspoonful of Gelusil Liquid 
approximately equals one Gelusil 
tablet. 


How supplied e Gelusil Flavor- 
Pack includes a 12-ounce bottle of 
unflavored Gelusil Liquid pack- 
aged with three flavoring powders. 


Manufacturer e Warner-Chilcott 
Laboratories Division, Morris 
Plains, New Jersey. 
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MERTHIOLATE® DISPENSERS 


Description e Merthiolate, a well- 
known brand of the antiseptic agent 
thimerosal, is now available in two 
new dispensers—a 6-ounce aerosol 
and a %-ounce plastic squeeze bot- 
tle, both designed to offer greater 
convenience and economy in appli- 
cation. 

Aerosol No. 3 Merthiolate is indi- 
cated both for first aid and for sur- 
gical antisepsis, including preoper- 
ative preparation of the skin and 
postoperative application to the in- 
cision. This form permits faster 
application without the use of 
sponges or waste of the antiseptic. 
The avoidance of direct contact 
with affected areas is especially de- 
sirable when Merthiolate is used in 
the treatment of pustular dermato- 
ses and dermatomycoses (including 
ringworm). ~ 

Tincture No. 99 Merthiolate in 
the plastic dispenser bottle is espe- 
cially useful for the home medicine 
cabinet, where it will be readily 
available for first-aid application to 
cuts, scratches, abrasions, and skin 
infections. The unbreakable bottle 
provides an added safety factor. 

Merthiolate is a nontoxic antisep- 
tic agent active in high dilution and 
effective against all common patho- 
gens. It provides sustained bacte- 
riostasis, is active in the presence of 
soap, detergents, plasma, and leci- 
thin. It is compatible with body 
tissues and fluids, and will not he- 
molyze red blood cells. 


Manufacturer ¢ Eli Lilly and 
Company, 740 South Alabama 
Street, Indianapolis 6, Indiana. . 
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Transient schizophrenic reaction as a 
major symptom of Cushing’s syndrome 


> A case of schizophrenic reaction appearing as 
a major symptom of Cushing’s syndrome is reported 
by Jack W. Hickman, M.D., Rosser P. Atkinson, 
M.D., Lloyd D. Flint, M.D., and Lewis M. Hurx- 
thal, M.D., in The New England Journal of Medi- 
cine, April 20, 1961. This is the second such patient 
seen at the Lahey Clinic between 1932 and 1958, 
and only 11 cases were found in a review of the 
literature. Mental symptoms associated with Cush- 
ing’s syndrome have been reported in incidence 
rates varying from 20 to 67 per cent, but the inci- 
dence of manifest schizophrenia appears to be much 
lower. It is important to recognize the progression 
of mental symptoms to the point of schizophrenic 
reaction, especially when this is an early manifesta- 
tion of Cushing’s disease, so that proper therapy 
directed against the underlying pathologic changes 
will not be delayed. 

In the case described, the patient was a 35-year- 
old housewife who showed symptoms of both myxe- 
dema and Cushing’s disease. The final diagnosis was 
made on the basis of laboratory studies. Because of 
the low total eosinophil count and the extremely 
high urinary corticoid level (the highest in the 
authors’ experience), the patient was admitted to 
the hospital for further studies. Psychiatric consul- 
tation was requested when the patient mentioned 
the presence of somatic and other delusions. During 
the next 2 weeks there was swift progression of 
severe mental symptoms along with the somatic 
manifestations of Cushing’s syndrome. During the 
time of an ACTH stimulation test the severity of 
symptoms was markedly increased. X-ray studies 
disclosed a mass in the region of the left adrenal 
gland, and a diagnosis of carcinoma was considered. 
Because of the rapid progression of symptoms and 
increasing emotional turbulence, surgical interven- 
tion was considered urgent. At operation both 
adrenal glands were removed; both showed hyper- 
plasia and depletion of lipid material. After the 
operation the patient was still agitated and com- 
bative, but her condition improved gradually and 
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by the thirteenth day, when she was discharged, 
her mental outlook had become normal. She has 
had no recurrence of mental symptoms in the 3 
years since then; her medication consists of 50 mg. 
of cortisone and 0.1 mg. of fludrocortisone daily. 

Although unfavorable psychiatric backgrounds 
may be evident in some cases, marked emotional 
instability is not a prerequisite to the development 
of schizophrenia in connection with Cushing’s syn- 
drome. In some cases the mental symptoms may be 
the first manifestation of the condition, but since 
they are not likely to be recognized as such, elec- 
troshock therapy and other psychiatric measures 
may be used before a specific diagnosis is made. 
It is difficult to appraise the mental status of many 
patients who display mental symptoms with Cush- 
ing’s syndrome because of the difference in termi- 
nology used by various authors. The patient de- 
scribed in this paper showed basic phenomena 
consistent with the diagnosis of a schizophrenic 
reaction, such as loss of reality contact, delusions, 
hallucinations, and catatonia. 


Cerebral concussion and its sequelae 


> The pathophysiologic states resulting from cere- 
bral concussion form the subject of a symposium 
and panel discussion reported in the New York 
State Journal of Medicine, June 1, 1961. Moderator 
for the session was E. Jefferson Browder, M.D., and 
the panelists were Doctors Harry A. Kaplan, Mait- 
land Baldwin, William F. Caveness, Kai C. Nielsen 
(from the University of Lund, Sweden), Arnold 
P. Friedman, Edwin A. Weinstein, Hans Strauss, 
and Richard Grimes. Throughout the discussion, 
emphasis was placed on the difficulty of identifying 
and evaluating not only the posttraumatic symp- 
toms but the initial injury as well. There is no 
general agreement on what is meant by the term 
“cerebral concussion,” and the sequelae may vary 
according to the age of the patient, his pre-injury 
personality structure, the site of the injury and the 
force of the blow causing it, and also the circum- 
stances under which the injury was incurred. Symp- 
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toms range from mild, transient headache and 
dizziness to bizarre psychiatric manifestations and 
in some cases to permanent neurologic deficit as 
evidenced by paralysis or by epileptic seizures. 
Encephalographic studies at the time of the injury 
or soon afterward are helpful in distinguishing brain 
damage connected with the accident. It is impor- 
tant for the physician to remember, however, that 
a normal encephalogram does not rule out damage 
to the brain. In fact, the prognosis is worse if there 
are positive neurologic signs along with a normal 
encephalogram, for this frequently indicates loss 
of cerebral tissue that will lead to permanent signs 
and symptoms. Abnormal electroencephalographic 
findings, however, indicate a transient disturbance 
in circulation which may be compensated for later. 
The medicolegal aspects of brain injury are com- 
plicated by the contrary opinions expressed in texts 
by leading authorities, which may be brought into 
court to confound the medical witness. 


Treatment of hypercholesteremia 
by nicotinic acid 


P Nicotinic acid significantly reduced cholesterol 
levels in a series of 50 patients, according to a fre- 
port by William B. Parsons, Jr., M.D., in the 
Archives of Internal Medicine, May 1961. The oral 
administration of large doses of nicotinic acid (3 
to 6. gm. daily) produced normal levels of serum 
cholesterol and beta-lipoprotein cholesterol in 40 
cases and significant reductions in 9. The patients 
were followed for 12 to 44 months. Subcutaneous 
cholesterol deposits were dramatically reduced in 
size in 2 patients whose serum cholesterol levels 
were reduced to normal from very high values. 
The side effect of cutaneous flushing usually dis- 
appears in the early stages of treatment; its inci- 
dence and severity can be reduced by modified 
nicotinic acid preparations now available. Gastro- 
intestinal irritation, including activation of peptic 
ulcer, can be avoided by the use of buffered nico- 
tinic acid preparations. Chemical abnormalities in 
hepatic function that may appear are usually not 
accompanied by histologic evidence of hepatic 
damage, and the changes are rapidly reversed when 
nicotinic acid is stopped. Such abnormalities are 
much more common when delayed-release prepara- 
tions are used, suggesting a relation between chem- 
ical changes and continuous absorption and activity 
of the nicotinic acid. The possibility of toxic dam- 
age to the liver cannot be ignored. Some patients 
show alterations in glucose tolerance, slight in- 
creases in serum uric acid levels, and skin changes; 
the significance of such effects of nicotinic acid 
therapy are not understood at present. Accumulated 
evidence suggests that the effect of nicotinic acid 
is mediated through the dual mechanism of altered 
synthesis of cholesterol and fatty acids and in- 
creased oxidation of cholesterol. Until long-term 
studies assess the effect of nicotinic acid on athero- 
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sclerosis, its use for hypercholesteremia remains 
experimental. 


Chronic fibrocystic disease of the breast 


> The study of histopathologic preparations of 
breast tissue shows that the various neoplastic dis- 
eases may be interrelated, according to a report by 
Harold A. Oberman, M.D., and A. James French, 
M.D., in Surgery, Gynecology & Obstetrics, June 
1961. Contrary to textbook implications, adenofibro- 
ma, intraductal papilloma, and fibrocystic disease 
of the breast are not necessarily separate and dis- 
tinct entities. It appears that such benign changes 
form a spectrum of conditions based on abnormal 
stromal and epithelial response to hormonal stimu- 
lus, principally estrogen. 

The authors reviewed 200 cases of benign breast 
disease seen at The University of Michigan Medical 
Center during a 4-year period. It was found that 
162 operative specimens represented histologic 
fibrocystic disease, 79 adenofibroma, and 16 intra- 
ductal papilloma. The frequent occurrence was 
noted of fibrocystic conditions, such as apocrine 
metaplasia or adenosis, within adenofibromas and 
intraductal papillomas. Also noted was the frequent 
concomitant occurrence of these conditions in the 
same breast. As a result of continuation of the 
abnormal hormonal end-organ response, recurrence 
of the mammary disease would be anticipated, and 
was borne out by the reported findings. Also, car- 
cinoma developed later in 3 cases of fibrocystic 
disease and 1 case of adenofibroma. In view of the 
reported association between fibrocystic disease and 
ovarian and adrenal abnormalities, the menstrual 
histories in this series were reviewed, and in 22 
instances a history of profuse menstrual bleeding or 
of intermenstrual bleeding was obtained. The hor- 
monal basis for benign breast disease has been 
substantiated by animal studies in which adminis- 
tration of estrogens produced ductal dilation, pro- 
liferation, and the other changes seen in these 
conditions. The role of progesterone in influencing 
the mammary stroma and parenchyma is uncertain. 
In view of the single basis for adenofibroma, fibro- 
cystic disease, and intraductal papilloma, as well 
as the frequent “overlapping” of such conditions, 
the authors suggest that the designation fibrocystic 
disease be expanded to include this complex of 
lesions of the mammary gland. 


Silent mitral incompetence 


> Gross mitral incompetence can occur in the 
absence of any audible systolic murmur, according 


. to a report by V. Schrire, M.Sc., Ph.D., M.B., L. 


Vogelpoel, M.D., M. Nellen, M.D., A. Swanepoel, 
M.B., and W. Beck, M.Med., in the American Heart 
Journal, June 1961. It has long been believed that 
an apical systolic murmur is prerequisite to a diag- 
nosis of mitral incompetence; in fact, mitral incom- 


petence is frequently diagnosed on the basis of 
murmur alone. In the 6 cases described by these 
authors, however, the absence of any heart murmur 
in all but one led to failure to consider valvular 
heart disease in the differential diagnosis. Heart 
failure and atrial fibrillation did not appear to be 
responsible for the findings. In all 6 patients, radi- 
ologic examination showed disproportionate en- 
largement of the left atrium and provided the clue 
to the correct diagnosis. Rheumatic mitral valvular 
disease was proved at necropsy in 1 case and at 
operation in another. Cardiac catheterization estab- 
lished the diagnosis but not the cause in 2 cases. 
It is believed that cases of “heart failure of unknown 
origin” which show disproportionate left atrial 
enlargement should be investigated for mitral in- 
competence. If incompetence is gross, mitral an- 
nuloplasty may be feasible. 

Attention is drawn to this situation because mitral 
incompetence may well be correctable by surgical 
methods, and the absence of murmurs may lead to 
the diagnosis of myocardiopathy of unknown origin. 


Pectus deformities 


> A surgical procedure for the correction of de- 
formities of the anterior chest wall is described by 
Ross N. Giem, M.D., George A. Paulsen, M.D., and 
Jack Dykes, M.D., in California Medicine, May 
1961. Pectus deformities occur as two main types, 
pectus excavatum or “funnel chest,” and pectus 
carinatum or “pigeon breast.” Pectus excavatum is 
characterized by a broad funnel-like depression of 
the lower anterior thorax, including the sternum 
and costal cartilages. In pectus carinatum the 
sternum is deflected anteriorly, forming a ridge, 
the xiphoid process being most prominent. Pectus 
deformity is believed to represent a recessive genetic 
trait, affecting 6 of every 10,000 infants. The inci- 
dence is four times as high in boys as in girls, and 
the proportion of excavatum to carinatum anomalies 
is also four to one. Many theories as to cause have 
been proposed, but none proved. As is true with 
most developmental anomalies, pectus deformities 
are frequently accompanied by other congenital 
defects. Of 25 patients observed by the authors, 
12 had associated musculoskeletal or neurologic 
problems. 

For more than 300 years, exercises and braces 
were the only therapeutic procedures known or 
used. After 1911, surgical procedures were intro- 
duced for pectus deformities, but the mortality rate 
was high and the operation proved successful in 
only half the survivors. With improved technics 
for anesthesia, however, successful reconstruction 
is now being achieved in more and more cases, and 
the mortality rate has dropped to a level equal to 
that of thoracotomy. Minor deformities can be left 
untreated, for pectoral muscle development alone 
may suffice. If the deformity is great enough to 
require orthopedic appliances, then surgical cor- 
rection should be considered. Some observers ad- 
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vocate “limited” sternoplastic correction in infancy, 
but there is evidence that with this procedure, 
reoperation will become necessary later on. The 
optimum age for surgical correction is 3 to 5 years, 
the results being better then both surgically and 
psychologically. The authors’ procedure is based 
on what they consider the most logical pathogenetic 
concept—excessive growth of costal cartilage. Total 
excision of the involved costal cartilages was car- 
ried out in 27 patients; in addition, a temporary 
pin support was incorporated until the flaccid chest 
wall became firm enough to resist a flail motion. 
With this procedure there usually are no operative 
complications. 


Subclavian-vein thrombosis associated 
with fractures of the clavicle 


> Two cases of delayed neurologic involvement 
after ununited or excessively callused fractures of 
the clavicle are reported by Israel Steinberg, M.D.., 
in The New England Journal of Medicine, April 6, 
1961. Although it is well recognized that immediate 
neurovascular injury may follow fracture of the 
clavicle, delayed involvement of the subclavian ves- 
sel or brachial plexus has rarely been reported. In 
1 of the cases described, an ununited clavicle with 
a pseudoarthrosis narrowed the costoclavicular 
space; in the other, excessive callus formation fol- 
lowed an operation for a nonunited fracture, and 
the ensuing subclavian-vein thrombosis was made 
worse by the hyperabduction of the arm necessi- 
tated by the patient’s occupation of house-painting. 
The thromboses occurred 21 and 16 years respec- 
tively after surgical treatment of ununited clavicular 
fractures. In the first case, thrombophlebitis of the 
arm developed, leading to pulmonary embolism and 
infarction despite anticoagulant therapy. The diag- 
nosis of subclavian-vein thrombosis was confirmed 
when claviculectomy was done for relief of the 
costoclavicular syndrome. In the second case, angio- 
cardiography demonstrated occlusion of the sub- 
clavian vein just below excessive callus formation 
from an old fracture of the clavicle. It appears that 
careful attention to the initial treatment of clavicu- 
lar fractures is necessary to avoid pseudoarthrosis 
and excessive callus formation, with consequent 
pressure on the brachial vessels and veins, which 
may lead to vascular thrombosis and nerve palsy. 


Prednisolone and testosterone propionate 
in cirrhosis of the liver 


> A controlled trial of hormone therapy in severe 
cases of hepatic cirrhosis is described by Ronald 
Wells, M.B., B.Sc., Lond., in The Lancet, December 
31, 1960. For the study, all patients admitted during 
the first 16 months of the trial period to one of the 
male medical wards at the Singapore General Hos- 
pital with the initial diagnosis of cirrhosis were allo- 
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cated to one of three series: control, prednisolone, 
testosterone. Of the 97 patients initially included, 
17 were removed from the study within the first 
few days, because of carcinoma of the liver. The 
remaining 80 patients were grouped as follows: 27 
control cases, 27 treated with prednisolone and 
corticotropin, and 26 treated with large doses of 
testosterone propionate. All patients were treated 
in the hospital until they were fit for discharge and 
outpatient treatment. The period of hospitalization 
averaged about 36 days; the minimum follow-up 
period was 14 weeks and the maximum 86 weeks. 
Patients who were opium addicts continued to 
receive their full requirements, for opium with- 
drawal seems to be particularly dangerous in the 
presence of severe cirrhosis. Patients addicted to 
alcohol were strongly advised to give it up; about 
half of them did so. Alcoholic cirrhosis has a rela- 
tively good prognosis if the patient can be per- 
suaded to give up alcohol. 

During the period of the trial 15 of the 27 con- 
trol patients died, mostly from hepatic coma. In the 
prednisolone-treated series 7 patients died, and in 
the testosterone-treated series 8. Among the surviv- 
ing patients, morbidity appeared to be reduced and 
liver function improved by both corticoid and 
testosterone therapy. The clinical effects of the two 
treatments showed some differences, suggesting that 
combined treatment with prednisolone and _tes- 
tosterone might be more effective in cirrhosis than 
either treatment alone. 


Pathology of the conduction system in 
acquired heart disease: Complete right 
bundle branch block 


P Results of correlation studies of electrocardio- 
graphic patterns in heart disease with complete 
block of the right bundle branch are reported by 
Maurice Lev, M.D., Paul N. Unger, M.D., Milton 
E. Lesser, M.D., and Alfred Pick, M.D., in the 
American Heart Journal, May 1961. Histopathologic 
studies were made of the conduction system and 
the entire heart in 9 cases, 8 of which were coronary 
heart disease and 1 myocarditis. Positive correla- 
tion was found between the EKG pattern and the 
presence of significant pathologic changes in the 
right bundle branch. There was no correlation with 
any other pathologic finding in the heart. Thus 
the electrocardiographic pattern of complete right 
bundle branch block has an anatomic base in sig- 
nificant lesions in the right bundle branch in coro- 
nary heart disease. In the reported series of 9 cases, 
right ventricular hypertrophy was correctly diag- 
nosed electrocardiographically in the presence of 
complete right bundle branch block. In coronary 
heart disease the combination of complete right 
bundle branch block and right ventricular hyper- 
trophy may obscure the electrocardiographic signs 
of left ventricular hypertrophy, with or without an 
incomplete left bundle branch block. Clinical de- 
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tails and necropsy findings in the 9 cases studied 
are included in this report. 


Symposium on medical education 


> A symposium on the appropriate balance be- 
tween the basic and clinical sciences in medical 
school, the first in a projected series of discussions 
of medical education, was published in The Journal 
of the American Medical Association, June 3, 1961. 
Implicit throughout this symposium was the warn- 
ing that educators must not lose sight of the need 
to inculcate basic concepts regarding health and 
disease, fundamental skills in evaluating the evi- 
dence for new concepts, and a recognition of the 
continuing importance of identifying gaps in med- 
ical knowledge also. 

The problem of maintaining dynamic interrela- 
tions between the basic science and the clinical 
departments was discussed from the viewpoint of 
a dean, Dr. Thomas B. Turner of The Johns Hop- 
kins University School of Medicine; a clinical teach- 
er, Dr. Lewis Thomas, chairman and professor of 
the Department of Medicine of the New York Uni- 
versity School of Medicine; and a basic science 
teacher, Dr. Horace W. Davenport, chairman and 
professor of the Department of Physiology, Uni- 
versity of Michigan Medical School. Two debates 
followed these discussions: I. Resolved, that the 
internship has outlived its educational values; II. 
Resolved, that emphasis on research has improved 
medical education. Proponents of the first resolu- 
tion were Dr. Ralph E. Snyder, dean of the New 
York Medical College, and Dr. Robert M. Bucher, 
dean of the Temple University School of Medi- 
cine; opponents were Dr. Alfred A. Angrist, chair- 
man of the Department of Pathology, Yeshiva Uni- 
versity College of Medicine, and Dr. Albert W. 
Snoke, professor of hospital administration, Yale 
University School of Medicine. Proponents of the 
second resolution were Dr. Philip Handler, chair- 
man of the Department of Biochemistry and Nutri- 
tion at Duke University School of Medicine, and 
Dr. Carl Moyer, chairman of the Department of 
Surgery at Washington University School of Med- 
icine. Opponents were Dr. William H. Resnik, 
clinical professor in the Department of Medicine 
of Yale University School of Medicine, and Dr. 
William Dock, professor of medicine at the State 
University of New York Downstate Medical Center. 


The use of modified exposure in the 
management of burn wounds 


> The exposure method of managing burn injury 
is preferable to the use of massive dressings, accord- 
ing to a report by Duane L. Larson, M.D., and his 
associates in Surgery, Gynecology & Obstetrics, 
May 1961. Although the concept has been familiar 
for centuries, the method was not recorded in 


medical literature until 1887, and since then it has 
gone through cyclic periods of favor and disfavor. 
After 1950, however, the exposure method came 
into use in this country as routine in the manage- 
ment of large burn wounds, but only until the 
naturally formed eschar became separated, after 
which the granulating wound was covered with a 
bulky, occlusive dressing. It is now felt that occlu- 
sive dressings encourage bacterial growth, increase 
the metabolic rate, elevate the body temperature, 
and otherwise interfere with the surface heat-loss 
mechanism, as well as causing much discomfort 
to the patient. Such dressings on newly grafted 
wounds not only have the above disadvantages but 
also preclude direct observation of the skin grafts 
in the early postgrafting phase when split-thickness 
skin can be lost because of graft displacement, 
hematoma, serum accumulation, or infection. Donor 
sites adjacent to grafted wounds and covered by 
the same bandage frequently become contaminated 
by organisms from the wounds. 

The authors have used a modified exposure tech- 
nic in 155 skin-grafting procedures on 55 patients 
during the past 2 years. They found that with this 
method graft loss was minimized, the appearance 
of serum, hematoma, or infection was promptly 
noted, and grafting was facilitated in areas usually 
considered difficult to treat. The modified exposure 
technic involves simply the application of one layer 
of coarse, paraffinized gauze over the grafted areas; 
no other dressing is applied. In the “difficult” peri- 
neal and anal regions, the gauze is sutured to the 
anal margin, effectively protecting the graft from 
contamination, and making it unnecessary to sup- 
press bowel function after the grafting operation. 
The procedure allows piecemeal grafting in ex- 
- tensive burns by permitting treatment of areas 
adjacent to intact eschar, resulting in earlier cover- 
age and less need for extensive grafting in any one 
procedure. The need for frequent redressing of 
grafted areas is eliminated; the authors report dress- 
ings left in place for as long as 16 days without 
local reaction. The materials are inexpensive, and 
in the event of mass casualties a small quantity of 
dressings would suffice for numerous patients. In 
the authors’ opinion this method has contributed 
materially to the survival of many severely burned 
patients. 


Renal biopsy with modified 
Menghini needle 


> Improved results with the Menghini biopsy 
needle, as compared with the Vim-Silverman needle, 
are reported by David N. S. Kerr, M.B., M.Sc. Edin., 
in The Lancet, December 24, 1960. Using the strict 
requirement of five glomeruli per single section, an 
adequate biopsy specimen was obtained in 46 of 50 
attempts. Since the specimens contained a higher 
proportion of renal cortex than those taken with a 
Vim-Silverman needle, they were judged to be more 
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useful to the histologist. The needle used for biopsy 
was a lengthened version of the liver-biopsy needle 
described by Menghini in 1958, and was chosen 
because of its better performance in preliminary 
tests on isolated kidney. Individual Vim-Silverman 
needles differed in performance, some giving as 
few as 50 per cent successful results when inserted 
directly into the kidney. All Menghini needles had 
a “success-rate” of more than 90 per cent when 
similarly tested. Because of the possible variation 
in individual needles, any needle for renal biopsy 
should be tested on isolated material before being 
used on patients. 

In the series reported, the position of the kidney 
was determined by pyelography at the time of 
biopsy, except in those cases in which a high level 
of blood urea precluded the use of pyelography. 
Although subjective considerations make it difficult 
to evaluate complications, the incidence of uncom- 
fortable reactions in this series appeared to be about 
the same as reported rates associated with the 
Vim-Silverman needle. 


Surgery of atrial myxoma 


> Failure to recognize the urgent need for treat- 
ment of atrial myxoma may result in severe difficul- 
ties in management and perhaps in death of the 
patient, according to a report by George D. Zuide- 
ma, M.D., John F. Burke, M.D., Allejandro H. 
Villegas, M.D., and J. Gordon Scannell, M.D., in 
The New England Journal of Medicine, May 18, 
1961. Four cases are described which illustrate the 
rapidly progressive course of atrial myxoma. On 
the basis of the authors’ experience it is recom- 
mended that the diagnosis be considered to repre- 
sent a semi-emergency. 

Evidence for atrial myxoma includes the follow- 
ing: absence of a history of rheumatic fever, 
changes in character of murmur or symptoms oc- 
curring with changes in position; syncope; rapid 
progression of symptoms; failure to respond to 
medical therapy; and occurrence of peripheral 
emboli, especially when seen in the absence of 
atrial fibrillation. Angiocardiography may help in 
the preoperative diagnosis. Once a diagnosis of 
atrial myxoma is made the case should be regarded 
as urgent and prompt operation carried out. Open 
operation using extracorporeal pulmonary bypass 
is the treatment of choice. When the diagnosis is 
only suspected, thoracotomy should be performed, 
with the pump oxygenator in readiness for use if 
the diagnosis is confirmed. If the diagnosis, not 
previously suspected, is made at the time of a 
thoracotomy, definitive surgery should be deferred 
until a time when elective resection using the pump 
oxygenator is possible. In selected cases, hypo- 
thermia may be of value; however, this is less de- 
sirable as a technic for elective resection. Electron 
microscopy furnishes evidence of the true neoplastic 
nature of atrial myxoma. 
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ADVANCE CONVENTION REGISTRATION 


American Osteopathic Association’s 66th Annual Convention 
Las Vegas, Nevada, January 15-18, 1962 


1962 REGISTRATION RULES 


Those who may register are: members of the Asso- 
ciation, their children, and their adult guests who 
are not osteopathic physicians; osteopathic students, 
osteopathic students’ wives; commercial and scientific 
exhibitors. 


Osteopathic physicians who are not members of the 
Association but appear to be eligible for membership 
will pay a fee of $75.00 in addition to the $30.00 con- 
vention registration fee. Such doctors may thereupon 
apply for membership at the registration desk, and 
their $75.00 fee will be applied to their annual dues. 
All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of 
the $75.00 will be returned and the remainder retained 
as the registration fee charged nonmembers. 


Osteopathic physicians not eligible for membership 
in the Association may register for the Convention, but 
only upon the presentation of official, written evidence 
of current membership in a divisional society of the 
Association. Such doctors must pay a fee of $25.00 in 
addition to the $30.00 convention registration fee. D 


SUMMARY OF INSTRUCTIONS 
1. Fill in Advance Registration Form. 


2. Give names of adult guests and juvenile guests 
(under 18 years). 


§. Make check payable to: American Osteopathic Asso- 
ciation. 


4. Mail Advance Registration Form and Check to: 


American Osteopathic Association 
Bureau of Conventions 

212 East Ohio Street 

Chicago 11, Illinois Dunes Hotel 


REGISTRATION FEES 
ADVANCE REGISTRATION FORM 


*Member of American Osteopathic Association............ $30.00 

+Members of AAOA House of Delegates.................. $10.00 

City State (Whose husbands are not in attendance) 

Sjuvenile guests (under 18 years)... No Fee 

Adult guests §Students, including interns and residents.............. No Fee 
Nonmembers, but eligible......... $75.00 plus $30.00 

This space for A.O.A. Central Office use, only: $5.00 


Amount received 


*Includes tickets for: A.O.A. President’s Luncheon, Andrew Taylor Still 


Lecture and Luncheon, A.O.A. Cordiality Hour, and Alumni Luncheon. 
Date postmarked 


tIncludes women’s tea only. 


Date received §Individual tickets fdfentertainment events may be purchased. 


See registration rules on this page. 
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| SPECIAL A.O.A CONVENTION HOTEL RATES 


SUITES 
Twin-bedded room One bedroom Two bedroom 


(1 or 2 persons) and parlor and parlor 
ote Flamingo Hotel (Headquarters) $10.00 $30.00 $45.00 
12.00 35.00 55.00 


14.00 40.00 60.00 
: R 16.00 
4 eservation Dunes Hotel $10.00 $30.00 $45.00 
12.00 35.00 55.00 
14.00 40.00 
16.00 


e e Note: If a room at the rate requested is not available, a room at the next available 
pp ica ion rate will be assigned. 


PLEASE PRINT OR TYPE AND CHECK HOTEL PREFERENCE 
66th Annual Convention 
American Osteopathic Association 
January 15-18, 1962 


HOTEL PREFERENCE: 


Las Vegas, Nevada (0 Flamingo Hotel ( Dunes Hotel 
ACCOMMODATIONS: 
1 Single occupancy (twin beds); rate desired: $ per day 
[ Double occupancy (twin beds); rate desired: $___________per day 
Hotels require reservations 
(0 One bedroom and parlor suite; rate desired: $___per day 
before January 7. 
— ‘ (1 Two bedroom and parlor suite; rate desired: $ per day 
Early application is advised. 
- Date of arrival Hour. 
Date of departure Hour. 
Important! Please read these in- 
structions before filling out appli- 
cation form at the right: ‘OCCUPANTS: 
1. All reservations must be made (The name of each hotel guest must be listed. Therefore, please include the names 
directly to: of both persons who will occupy each twin-bedded room requested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
A.O.A. Housing Bureau The name end address of each person for whom you are requesting reservations 
FLAMINGO HOTEL and who will occupy the room is: 
Las Vegas Boulevard South 
Las Vegas, Nevada 
2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- APPLICANT: 
pathic Association Central Office. 
Name 
3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, scientific or Street Address City Zone State 
commercial exhibitor. Name of firm, if commercial exhibitor. 
4. Activities will take place at the PROMPTNESS IN COMPLETING THIS FORM WILL INSURE DESIRED 


Flamingo and Dunes hotels, and the HOTEL ACCOMMODATION 
Las Vegas Convention Center. 
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> Books for review which were received during the period 
from September 5 to October 5 are'listed on pages A-166 to 
A-184. Reviews of these books will be published as space 
permits. 


>» TEACHING AND LEARNING IN MEDICAL 
SCHOOL. Edited by George E. Miller, M.D., Director of 
Research in Medical Education and Professor of Medicine, 
University of Illinois College of Medicine. Cloth. Pp. 304, 
with illustrations. Price $5.50. Harvard University Press, 79 
Garden Street, Cambridge, Massachusetts, 1961. 


The editor of this valuable and interesting com- 
pilation is George E. Miller, M.D., Director of 
Research in Medical Education, University of Illi- 
nois College of Medicine. His co-authors are five 
members of the faculty of the University of Buffalo; 
three of them are professors of education, one is a 
psychologist, and the remaining one is a psychia- 
trist. Some of the information has been drawn from 
articles in Medical Education, published by the 
American Association of Medical Colleges, and 
from several teaching institutes which the Associa- 
tion has conducted. 

The first chapter is an up-to-date survey of the 
methods of student selection. There are some in- 
teresting correlations between undergraduate col- 
lege work and basic science work in professional 
school during the first 2 years. These correlations, 
incidentally, dovetail fairly well with the studies 
which the Director of the Office of Education of 
the American Osteopathic Association has been 
compiling during the past 5 years. 

It is interesting to note that medical educators 
are starting to place more emphasis on determining 
the applicants’ ability to comprehend what they 
read. The chapter also includes descriptions of the 
various types of personality and interest tests which 
some medical schools are using in their selection 
process. 

Attention is especially called to the section on 
the tools of introduction. These six chapters should 
be read carefully, not only by new instructors but 
by older professors as well. There are many excel- 
lent suggestions, clearly and analytically presented, 
for the instructor who uses the lecture as his pri- 
mary tool. There is also a fine presentation of the 
use of group discussion. A very careful discussion 
of the proper use of the laboratory in professional 
school is included in this section. 

The book concludes with an excellent descrip- 
tion of modern methods of evaluating the learning 
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processes in professional schools, including grades 
and grading, and modern techniques for measuring 
performance, attitudes, and knowledge. 

This book is a “must” for every osteopathic col- 
lege library, and it should be read by all members 
of the faculty. 


LAawRENCE W. 


> A MANUAL OF CUTANEOUS MEDICINE. By Don- 
ald M. Pillsbury, M.A., D.Sc. (Hon.), M.D., F.A.C.P., 
Professor and Chairman of Department of Dermatology, 
University of Pennsylvania School of Medicine; Director, 
Commission on. Cutaneous Diseases, Armed Forces Epider- 
miological Board; President, XII International Congress of 
Dermatology; Walter B. Shelley, M.D., Ph.D., F.A.C.P., 
Professor of Dermatology, University of Pennsylvania School 
of Medicine; National Consultant in Dermatology to the 
Surgeons General, U. S. Army and U. S. Air Force; and 
Albert M. Kligman, M.D., Ph.D., Professor of Dermatology, 
University of Pennsylvania School of Medicine; Professor of 
Dermatology, University of Pennsylvania Graduate School 
of Medicine. Cloth. Pp. 430, with illustrations. Price $9.50. 
W. B. Saunders Company, West Washington Square, Phil- 
adelphia 5, 1961. 


The authors of this text do not claim that it covers 
the entire field of dermatology; however, I believe 
that it gives excellent and concise information for 
treating 99 per cent of all dermatologic patients 
seen by physicians in general practice. It would be 
an excellent text for students, as the material is 
presented with excess verbiage. 

The book is organized as follows: A statement 
of diagnostic features of a cutaneous disorder is 
made; this includes relevant information on cause 
if available. The statement of therapy is also given, 
with pertinent variations; for example, in young 
infants with impetigo, systemic antibiotics are justi- 
fied and advisable. A formulary gives a summary 
one and a half pages long of disorders affected by 
steroids, the effectiveness of steroids; and cases in 
which their use is justified. 

If a physician has the older text by these authors, 
he can well appreciate the quality of this new 
manual. A few of the charts have been repeated, 


_ but the outlook of the new book is refreshing. It is 


brief, yet so organized that it includes a higher 
level of information than many of the larger texts 
in dermatology. The book is highly recommended 
to students, general practitioners, and dermatolo- 
gists. 

A. P. Uxsricn, D.O. 


>» ELECTROENCEPHALOGRAPHY IN ANESTHESI- 
OLOGY. By Albert Faulconer, Jr., M.D., M.S.; and Reginald 
G. Bickford, M.B., B.Ch., M.R.C.P. Cloth. Pp. 100, with 
illustrations. Price $4.75. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This reviewer has had no personal experience with 
the use of the electroencephalograph in monitoring 
an anesthetic administration. However, this mono- 
graph is interesting; it concentrates in a single text 
an accumulated mass of material on the subject. 
The book is especially useful to the uninitiated be- 
cause of the easy manner in which the subject 
matter is introduced. 

A statement in the introduction might be con- 
sidered an epitome of the book: “We must con- 
clude that electronencephalography is a valuable 
tool in certain clinical applications, but that it is 
no more than a tool in the hands of the clinical 
anesthesiologist.” 

Certainly in the small community hospital, the 
use of this tool for the “bread and butter type of 
surgery” would be considered superfluous, regard- 
less of its merits. However, as a teaching instrument 
in larger institutions it would be of value in assess- 
ing the effects of the various anesthetic drugs. It is 
a delicate indicator of cerebral hypoxia, and it is 
valuable in the assessment of cerebral damage after 
severe anoxic accidents during anesthesia. 

A. A. GoLpEn, D.O. 


> QUANTITATIVE CELLULAR HAEMATOLOGY. By 
J. M. Yoffey, D.Sc., M.D., F.R.C.S. (Eng.), Professor of 
Anatomy, University of Bristol, Bristol, England. Cloth. 
Pp. 122, with illustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Ili- 
-nois, 1960. 


This book presents data relative to the kinetics of 
lymphocytes, granulocytes, and erythrocytes as 
studied by the author and other workers in the 
field. The lymphocyte is discussed at greatest length 
and arguments presented for the small lymphocyte 
representing the hematopoietic stem cell. This is a 
theory supported by Dr. Yoffey. Much of the ma- 
terial presented in this book has also been published 
in the Ciba Foundation Symposium on Haemo- 
poiesis. 
This book will be of interest to persons working 
in the field of blood cell kinetics. 
Swney J. Katz, D.O. 


> A SYSTEM OF MEDICAL HYPNOSIS. By Ainslie 
Meares, M.D., B.Agr.Sc., D.P.M., President, International 
Society for Clinical and Experimental Hypnosis. Cloth. 
Pp. 484. Price $10.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1960. 


A number of books on various aspects of medical 
hypnosis have appeared of late, but this is one of 
the few good ones. In contrast to many, this 
book presents a wide range of experience-tested 
uses for hypnosis in medicine. It does not promote 
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the method at the expense of omitting instructive 
data on case failure. It presents both strong and 
weak points of hypnotherapy in a sensible manner. 
Reasons are given for the opinions expressed, and 
case histories are given to illustrate results (both 
good and bad) in various clinical situations. 

The author modestly disclaims having written a 
text, but there is much to recommend his book for 
classroom use. It should certainly be known to any 
practicing physician with a serious interest in the 
subject. 


> HISTOLOGY. By Arthur W. Ham, M.B., F.R.S.C., 
Professor and Head of Department of Medical Biophysics, 
University of Toronto; Professor of Anatomy, in Charge of 
Histology, in the Faculties of Medicine and Dentistry, 
University of Toronto; Head of the Division of Biological 
Research, Ontario Cancer Institute, Toronto, Ontario, Can- 
ada; and Thomas Sydney Leeson, M.A., M.D., B.Ch. 
(Cantab.), Associate Professor of Anatomy, Faculty of 
Medicine, University of Toronto, Toronto, Ontario, Canada. 
Ed. 4. Cloth. Pp. 942, with illustrations. Price $11.00. J. B. 
Lippincott Company, East Washington Square, Philadelphia 
5, 1961. 


Most of the changes in the fourth edition of this 
student text are attributable to advances in physics 
and biochemistry. Electron microscopy, microspec- 
trophotometry, differential centrifugation, and ra- 
dio-autography have all been incorporated into the 
study of body tissues. Studies on the synthesis of 
nucleic acids and their role in protein synthesis 
have made it possible to correlate structure and 
function not only on a tissue level and occasionally 
on a cellular level, but now also on an intracellular 
level. This text, now in its fourth edition since 1950, 
incorporates these advances while maintaining its 
original aims for the student: to provide an under- 
standing of the subject matter of histology and 
some idea of its significance in medical practice. 


® THE PHYSIOLOGICAL BASIS OF DIURETIC THER- 
APY. Edited by Robert F. Pitts, PhD., M.D., Professor 
of Physiology and Biophysics Cornell University Medical 
College, New York. President (1959-60), American Physi- 
ological Society Member, National Academy of Sciences 
Fellow, American Academy of Arts and Sciences Fellow, 
American College of Physicians. Cloth. Pp. 332, with illus- 
trations. Price $9.75. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1959. 


This is a monograph in the American Lectures in 
Physiology series. It is neither an exhaustive review 
of the literature nor a guide to therapy, and it is 
intended more for the student than for the re- 
searcher. However, all these viewpoints are con- 
sidered to some extent. 

The book is divided into two parts. The first is 
on the volume composition and mechanisms of 
homeostasis of body fluids and the abnormalities 
encountered in edema. The second concerns the 
mechanisms of action and therapeutic use of diu- 
retics. Special attention is given to subjects not 
too well treated in other reference works, such as 
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the renal mechanisms of the regulation of salt and 
water content, a field in which there have been 
many recent developments. Most space in the sec- 
ond section is given to those diuretic agents most 
useful at present and those most likely to be useful 
in the future. 


» SURGICAL DISEASES OF THE CHEST. Edited by 
Brian Blades, M.D., Professor of Surgery, The George Wash- 
ington University School of Medicine, Washington, D. C.; 
Chief Surgeon, The George Washington University Hospi- 
tal, Washington, D. C. Cloth. Pp. 580, with illustrations. 
Price $22.00. C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1961. : 


Surgical technic is not the primary concern of this 
book, except in the case of newer operations not 
described adequately in the standard texts. Rather, 
the editor has attempted to obtain from his con- 
tributors their view of the essential principles of 
various phases of thoracic surgery. There are spe- 
cialized discussions on the role of the cardiologist 
and on the use of special diagnostic procedures in 
the selection of patients for cardiac operations, 
and on extracorporeal circulation and hypothermia. 
Other chapters deal with ancillary procedures, anes- 
thesia, basic physiology, and patient care. 

Although progress in this field has been so rapid 
that parts of the book may already have been 
superseded, this is an important work, and it will 
doubtless find a ready audience. 


® DISEASES OF THE INTERVERTEBRAL DISC AND 
ITS SURROUNDING TISSUES. By Reuben Rabinovitch, 
B.A., M.Sc., M.D., Assistant Professor in Neurology and 
Neurosurgery, McGill University, Faculty of Medicine, Mon- 
treal; Assistant Neurologist, The Department of Neurology 
and Neurosurgery, The Royal Victoria Hospital and The 
Montreal Neurological Institute. Cloth. Pp. 152, with illus- 
trations. Price $8.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1961. 


This monograph reports studies undertaken to find 
evidence for a hypothesis that “some systemic dis- 
ease of connective tissue structures in general and 
of disc cartilage in particular may be the true cause 
for multiple alterations, both in discs and in their 
adjacent ligamentous and bony structures.” The 
author studied anatomically and histologically thirty 
human spines representing different age groups. He 
also studied four cases in detail, two of which went 
to autopsy. He studied the pathologic changes that 
followed partial or complete operative removal of 
the disc in the Rhesus macacus monkey. He con- 
cluded that “a disease process of unkown etiology 
first alters the cartilage matrix in discs and that 
symptom-producing trauma is secondary to such 
alterations.” 


> CLINICAL DISTURBANCES OF RENAL FUNC- 
TION. By Abraham G. White, M.D., F.A.C.P., Associate 
Visiting Physician and Chief of the Renal Disease Clinic, 
Queens Hospital Center, Jamaica, N.Y. Cloth. Pp. 468, with 
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illustrations. Price $10.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1961. 


This is a book telling about almost anything that 
can go wrong with kidneys. Conditions which are 
most commonly met in practice are given main 
attention. Besides such expected topics as primary 
dysfunction, the nephrotic syndrome, the connec- 
tion with hypertension, and acute failure, there are 
discussions on renal dysfunction as it affects obstet- 
rics, surgery, neurology, cardiology, neuropsychia- 
try, and geriatrics. There are chapters on hepatic 
influences on renal function, hormonal disturbances, 
and genetically induced dysfunction. An interesting 
chapter discusses therapeutic use of water and 
electrolytes, and another reviews the clinical meth- 
ods presently available for evaluating renal dys- 
function. 

The book is clearly written and thoughtfully 
illustrated. It will doubtless prove of considerable 
value to general practitioners and internists, and 
might also be consulted by other specialists for the 
chapters related to their particular field of interest. 


®» NEUROCHEMISTRY OF EPILEPSY. Seizure Mecha- 
nisms and Their Management. By Donald B. Tower, M.D., 
Ph.D., Chief of the Section of Clinical Neurochemistry, 
National Institute of Neurological Diseases and Blindness, 
National Institutes of Health, Bethesda, Maryland; Medical 
Director, U.S. Public Health Service Reserve; and Associate 
Professor of “Neurology, Georgetown University Medical 
School, Washington, D.C. Cloth. Pp. 335, with illustrations. 
Price $9.00..Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Perhaps only a small part of the total problem of 
epilepsy as it is presently considered would be rep- 
resented by the phrase “neurochemistry of epi- 
lepsy.” However, there are many who feel that 
this area is the “coming thing” in understanding 
and treating the epileptiform disorders. Dr. Towers 
represents his book as a “progress report” in the 
understanding of mechanisms responsible for sei- 
zures. 

The book is beautifully written and organized; 
however, its specialized nature will, of course, limit 
its usefulness largely to persons involved in research 
or practitioners with a special interest in neuro- 
chemistry. The main subject divisions are: cerebral 
oxidative metabolism, cerebral amino acid metabo- 
lism and vitamin B,, cerebral electrolytes and trans- 
mitters, and anticonvulsants. Useful bibliographies 
are appended to each discussion, and the book has 
unusually good indexes of subjects and names. 


> THE PRACTITIONER’S HANDBOOK. Edited by Wil- 
liam A. R. Thomson, M.D., Editor of The Practitioner. 


- Cloth. Pp. 711. Price $12.50. J. B. Lippincott Company, 


East Washington Square, Philadelphia 5, 1961. 


Shortly after the close of World War II, The Prac- 
titioner initiated a series of articles to help service 
doctors who were returning to general practice to 


regain touch with the common problems they would 
encounter. The series, originally planned to run for 
a year of two, proved so popular that it became a 
regular feature and has continued ever since. This 
book is a compilation of papers in that series, re- 
vised by their original authors and further prepared 
for publication by the editor of the journal in which 
they first appeared. 

The articles in their present form are of most 
use to the general practitioner, to help him refresh 
his memory on little-used technics and to outline 
principles currently applicable in many common 
disorders. In general, they are interesting and well 
written. Probably no practicing physician could 
—_ getting a helpful hint or two from reading 
them. 


> CARDIOVASCULAR DYNAMICS. By Robert F. Rush- 
mer, M.D., Professor Physiology and Biophysics, Uni- 
versity of Washington Medical School. Ed. 2. Cloth. Pp. 
503, with illustrations. Price $12.50. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 1961. 


Many practicing physicians will remember Dr. 
Rushmer’s earlier book entitled Cardiac Diagnosis: 
A Physiologic Approach. This new book is an exten- 
sive revision of that work. It has been greatly en- 
larged, reorganized, and rewritten for use as a 
supplemental text in courses in physiology, physi- 
cal diagnosis, and clinical cardiology. 

Two points make this book outstanding. First is 
the approach to the subject through physiology. 
The normal is stressed as basic to an understanding 
of the abnormal in all phases of cardiac function. 
The second point is mechanical: All important con- 
cepts in each chapter are illustrated by fine sche- 
‘matic drawings. 

The book can be recommended for the informa- 
tion it provides about the nature of cardiovascular 
dynamics, as well as for its useful approach to the 
understanding of cardiac disorders. 


» GOUTY ARTHRITIS AND GOUT. An Ancient Disease 
with Modern Interest. By Thomas E. Weiss, M.D., F.A.C.P., 
Department of Medicine, Ochsner Clinic; Associate Profes- 
sor of Medicine, Tulane University School of Medicine, 
New Orleans; and Albert Segaloff, M.D., F.A.C.P., Depart- 
ment of Medicine, Ochsner Clinic; Associate Professor of 
Medicine, Tulane University School of Medicine; Director, 
Fndocrine Research Laboratory of the Alton Ochsner Medi- 
cal Foundation, New Orleans. Cloth. Pp. 221, with illus- 
trations. Price $7.50. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1959. 


It seems almost superfluous to point out that gout 
is a disease with a long history. A British surgeon 
has recently reported finding evidence of it in 
Egyptian mummies, which means that it was known 
even before the classic description by Hippocrates, 
cited in this book. However, the disease is also very 
much current. Its study has recently received new 
impetus from the newer methods for evaluating 
the metabolic disturbances that seem to lead to it. 
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This monograph is a general outline of the sub- 
ject. It includes notes on history, etiology, physi- 
ology, pathology, clinical manifestations, laboratory 
and roentgenographic findings, complications, diag- 
nosis, associated diseases, and treatment. The sec- 
tion on treatment is longest; it includes descriptions 
of most known methods for controlling primary 
and secondary symptoms of the disorder. A long 
bibliography concludes the work. 


Modern Surgical Monographs. NEUROVASCULAR 
COMPRESSION SYNDROMES OF THE SHOULDER 
GIRDLE. By Louis M. Rosati, M.D., Professor of Clinical 
Surgery, New York University Post-Graduate Medical 
School; Attending Surgeon, Bellevue and University Hos- 
pitals, New York; and Jere W. Lord, M.D., Professor of 
Clinical Surgery, New York University Post-Graduate Med- 
ical School; Attending Surgeon, Bellevue and University 
Hospitals, New York. Cloth. Pp. 168, with illustrations. Price 
$7.25. Grune & Stratton, 381 Fourth Avenue, New York 
16, 1961. 


It is interesting to speculate about how this book 
might have come out if it had been written from 
an osteopathic viewpoint. Some sections would 
doubtless be left exactly as they are, while others 
would change either in detail or in slant. The most 
obvious changes would come in the section on 
conservative therapy. As the section presently 
stands, it includes giving the patient instruction 
on how to stand and move and what positions to 
avoid, specific exercise programs, and application 
of heat and massage. Although these things are 
certainly useful, osteopathic manipulation is more 
specific than any of these measures for the kind of 
disorders described. Differences of this sort could 
be noted throughout the book, although less obvi- 
ously than in this case. In general, and with this 
qualification, the book can be recommended. 


» DISEASE AND INJURY. Edited by Leopold Brahdy, 
M.D., formerly Physician-in-Charge: Occupational Diseases 
and Injuries, City of New York; formerly Lecturer in Radi- 
ology, New York University Medical School. Cloth. Pp. 482, 
with illustrations. Price $12.50. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1961. 


The relationship between disease and injury has 
particular pertinence to the physician who is called 
upon to give expert testimony for a lawsuit or must 
give an opinion in a compensation-disability case. 
The book at hand has been prepared to collect the 
best of expert opinions into one reference, for 
general information and for guidance in medico- 
legal opinion. It has been suggested that lawyers 
might also profit from reading this book, if for 
no other reason than to be able to communicate 
intelligently with their colleagues in medicine. 
The first section of the book is an essay by the 
editor on general aspects of injury as a cause of 
disease. He discusses how injury is sometimes a 
direct cause, sometimes merely coincidental, and 
sometimes a precipitating factor. He then gives 
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suggestions for formulating a personal opinion on 
the basis of an individual history. 

The succeeding chapters are written by promi- 
nent persons in each specialty. Subjects include 
the relationship of injury to mental disease, dia- 
betes, heart disease, peripheral vascular disease, 
pulmonary disorders, gastrointestinal disorders, 
genitourinary disease, obstetric and gynecologic 
disorders, neoplasms, disorders of the nervous sys- 
tem, affectations of the skeletal system, articular 
diseases, and diseases of the thyroid. There is some 
variation in the excellence of these presentations, 
but in general they are well agutes, well written, 
and well documented. 

The book would have vii for any physician 
who is called upon to give expert opinion either 
in or out of court. Such questions can come to any 
practitioner, because the injury is not usually the 
presenting complaint. It is therefore not only the 
industrial physician who will profit from these 
discussions, but an exceedingly wide range of prac- 
titioners. 


> CHEST PAIN. Systematic Differentiation and Treat- 
ment. By Nathaniel E. Reich, M.D., F.A.C.P., F.C.C.P., 
Clinical Assistant Professor of Medicine, State University of 
New York, Downstate Medical Center, Brooklyn; Attending 
Cardiologist, Jewish Chronic Disease Hospital; Attending 
Physician, Unity Hospital; Consultant, St. Joseph’s Hospital, 
Long Beach Memorial Hospital, Kings Highway Hospital, 
Linden General Hospital, and Interboro General Hospital; 
and Rudolph E. Fremont, M.D., F.A.C.P., F.C.C.P., Clinical 
Assistant Professor of Medicine, State University of New 
York, Downstate Medical Center, Brooklyn; Chief, Cardio- 
vascular Service, Veterans Administration Hospital, Brook- 
lyn; Associate Attending Physician, Jewish Chronic Disease 
Hospital and Maimonides Hospital. Cloth. Pp. 366, with 
illustrations. Price $9.00. The Macmillan Company, 60 
Fifth Avenue, New York 11, 1961. 


One of the problems of preparing an exhaustive 
treatise on such a subject as the possible causes of 
chest pain is that so many different names are used 
to describe similar symptoms with similar causes. 
The reviewer is faced with the problem of includ- 
ing all the names or choosing those that seem best 
to him; in effect, he must choose between causing 
confusion or failing to communicate to part of his 
audience. 

Take for example the audience at hand, the 
osteopathic profession. And take another example: 
How many different musculoskeletal or cartilagi- 
nous disorders have been described in the literature 
as possible causes of chest pain? What have they 
been called? What do we call them? Are the dis- 
orders which respond clinically to osteopathic ma- 
nipulative treatment included somehow among 
such general terms as trauma to the spine, the 
“straight back” syndrome, fibromyositis, or inter- 
costal neuritis? Or is the so-called osteopathic lesion 
something else again? 

The same types of communication problems must 
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be multiplied many times with many audiences. 
Specialists in gastroenterology, orthopedics, neurol- 
ogy, and cardiology would place different emphases 
on descriptive terms and come out with different 
meanings. And considerable discussion on what 
causes what could reasonably follow. 

In the face of all these difficulties, the authors 
have done very well indeed. The book is easy to 
use and quite well written, and the illustrations are 
helpful. But the reader must bring to his reading 
a willingness to transpose the authors’ terms into 
his own understanding, and draw his own conclu- 
sions about which disorders can coexist or act to 
produce a combined symptomatology. 


>» CEREBRAL ANOXIA AND THE ELECTROEN- 
CEPHALOGRAM. The Proceedings of the Marseille Col- 
loquim, sponsored by The Reunion Europeéne d’Information 
Eleectroéncéphalographique, and organized by Professor H. 
Gastaut and Dr. H. Fischgold. Edited by Henri Gastaut, 
M.D., Professor and Director, Laboratories of Neurobiology, 
Faculté de Médecine, Institut National d’Hygiéne, Marseille, 
France; and John Stirling Meyer, B.S., M.Sc., M.D., C.M., 
Professor and Chairman, Department of Neurology, Wayne 
State University, College of Medicine, Detroit, Michigan. 
Cloth. Pp. 617, with illustrations. Price $24.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


Proceedings of a meeting on clinical neurophysio- 
logical, neuropathological, and electroencephalo- 
graphic studies of cerebral anoxia and hypoxia are 
recorded in this volume. The book will be of special 
value to researchers, but anyone interested in the 
field would profit from the exchange of information 
and opinion represented here. 


> DIVERTICULITIS. By Sara M. Jordan, M.D., Founder 
and Former Head of the Department of Gastroenterology, 
The Lahey Clinic; Member of the Staff, New England 
Baptist Ilospital, and New England Deaconess Hospital, 
Boston, Massachusetts; and Russell S. Boles, Jr., M.D., Mem- 
ber of the Staff, Department of Gastroenterology, The Lahey 
Clinic; New England Baptist Hospital, and New England 
Deaconess Hospital, Boston, Massachusetts. Cloth. Pp. 99, 
with illustrations. Price $4.75. Grune & Stratton, 381 Fourth 
Avenue, New York 16, 1960. 


About half of this monograph is taken up with a 
quite thorough historical review. This is followed 
by a brief chapter on diverticulosis and a somewhat 
longer consideration of diverticulitis; these are also 
essentially reviews, with minor comments by the 
authors. A note on nomenclature and a modest 
bibliography complete the work. 

The book will probably become indispensable to 
future reviewers because of its ‘careful study of 
the pertinent literature, beginning in the early 


_ 1900’s and continuing to the present. Although the 


notes on diagnosis and treatment are competent 
and well illustrated, it is unlikely that these parts 
of the book will be the most memorable. 
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features, contains: 


New 15 French all purpose 
rubber catheter. 


@ Reinforced heavy gauge 
multi-cup tray with 700 c.c. 
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see how closely these ATARAX 
advantages meet your standards 


versatile and 
remarkably 
well tolerated 


efficacious 


calming, seldom 
impairing 
mental acuity 


ATARAX “...was used in higher-than-usual dosages (200 to 1600 mg. 
daily).... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
useful to both the psychiatrist and the general practitioner. .. .”’2 


“...hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....” Most patients “... with commonly en- 
countered neuroses such as anxiety states occurring in business executives, 
in laborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 
ciated organic disease...” were treated successfully.! 


Working adults “...seldom experience drowsiness or impairment of in- 
tellectual function with therapeutic doses.” 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety — alcoholism —ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.4 In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 
Dosage: For adults: 25 mg. t.id. to 100 mg. q.i.d, For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 
eg 1. Garber, R. C.: J. Florida M. A. 45:549 (Nov.) 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, F. J., Jr.: Psychotropic 
Drugs, S. Garattini and V. Ghetti, eds., New York, Elsevier Publishing Co., 1957, 
p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 
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increased analgesia 
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162 mg. . . Acetophenetidin . . 162 mg. pDarvon® Compound (dextro / 
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Conventions and 
meetings 


Academy of Applied Osteopathy, con- 
vention program and 25th anniversary 
meeting, Las Vegas, Nev., January 18-19. 
Acting Program Chairman, Margaret H. 
Raffa, 5009 Central Ave., Tampa 3, Fla. 
Secretary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of Osteopathic In- 
ternists, Eastern study conference, Phil- 
adelphia, March 16-18. Conference Sec- 
retary, Ralph J. Tomei, 3533 Ryan Ave., 
Philadelphia 36, Pa. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and the 
American College of Osteopathic Pedia- 
tricians, annual meeting, Americana Ho- 
tel, Bal Harbour, Fla., February 19-22. 
A.C.0.0.G. Program Chairman, John C. 
Dickson, Jr., 3272 West Rd., Trenton, 
Mich. Secretary, Arthur A. Speir, Box 
66, Merrill, Mich. A.C.O.P. Program 
Chairman, Arthur Snyder, 386 N. E. 
167th St., North Miami Beach, Fla. Sec- 
retary, Martyn E. Richardson, 9553 Lack- 
land Rd., St. Louis 14. 


American Osteopathic Association, 
Sixty-Sixth Annual Convention, Fla- 
mingo Hotel, The Dunes Hotel, 
Las Vegas Convention Center, Las 
Vegas, Nev., January 15-18. Pro- 
gram Chairman, W. Clemens An- 
dreen, Andreen Clinic, 1475 Ford 
Ave., Wyandotte, Mich. 


American Osteopathic Academy of Or- 
thopedics in combination with Ohio, 
course in orthopedics for the general 
practitioner, Nationwide Inn, Columbus, 
Ohio, February 14-15. O.0.A. Executive 
Secretary, Mr. William S. Konold, 53 W. 
3rd Ave., Columbus 1, Ohio. 


American Osteopathic Academy of Or- 
thopedics, postgraduate course, Western 
Hills Inn, Euless, Texas, March 30-April 
1. Program Chairman, Richard Borman, 
2850 S. E. Steele St., Portland 2, Ore. 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8, Mich. : 


American Osteopathic College of Proc- 
tology, refresher course, May 7-8, annual 
clinical assembly, May 9-11, Eden Roc 
Hotel, Miami Beach, Fla. Program Chair- 
man, Edmund A. Bowman, 319 Fisher 
Rd., Grosse Pointe 30, Mich. Secretary, 
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SAFE FOR TODAY’ 5 MEDICATIONS. .AND TOMORROW’ 5 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY ssi fii 


HYPAK, AND DISCARDIT ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 
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Earle F. Waters, 825 E. South Temple Arabelle Baker Wolf, 4840 N. Michigan 
St., Salt Lake City 2, Utah. Rd., Indianapolis 8. 


California, Osteopathic Physicians and Maine, annual meeting, Hotel Samoset, 
Surgeons of, annual meeting, Las Vegas, Rockland, June 21-23. Executive Direc- 
January 14. Executive Secretary, Mr. tor, Mr. George R. Petty, Monmouth. 
David J. Rodgers, 2999 W. Sixth St., Los 


Angeles 5. Massachusetts, annual meeting, Hotel 
: Kenmore, Boston, March 10-11. Program 
Idaho, see Washington. Chairman, Ronald A. Mertens, 405 S. 


Huntington Ave., Jamaica Plain 30. Ex- 
Indiana, annual meeting, Hotel Elk- ecutive Secretary, Mrs. Gladys M. Stock- 
hart, Elkhart, May 19-22. Secretary, dale, 524 California St., Newtonville 60. 
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HYPERTENSION 


PHYSICIANS PRESCRIBE 


CHLOROTHIAZIDE 


more often than any other diuretic 


“Since the chlorothiazide compares well 
in effectiveness with other hypotensive 
drugs, it is our practice to initiate therapy 


£ with chlorothiazide alone in all patients 


with normal renal function. Inthe absence 
of signs indicating urgency in the reduc- 
tion of pressure we find it advisable to 


- continue such treatment for one or two 


months.” 


~ > : Conway, J., and Lauwers, P.: Circulation 21:21, 
January, 1960. 


* Supplied: 250-mg. and 500-mg. scored tablets 


DIURIL chlorothiazide in bottles of 100 and 1000. 


Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 
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Minnesota, annual meeting, Turner 
Hall, New Ulm, May 3-5. Secretary, E. 
R. Komarek, Granite Exchange Bldg., 
St. Cloud. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 16-18. Executive 
Secretary, Stan J. Sulkowski, 409 Scar- 
ritt Arcade, 819 Walnut St., Kansas 
City 6. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic City, March 9-11. Exec- 
utive Secretary, Mr. R. P. Chapman, 
1212 Stuyvesant Ave., Trenton 8. 


New Mexico, annual meeting, Western 
Skies Hotel, Albuquerque, April 12-15. 
Program Chairman, George C. Widney, 
Jr., 1125 Kent Ave., N. W., Albuquerque. 
Executive Secretary, Mr. L. Thomas 
Christison, P.O. Box 696, Albuquerque. 


Ohio, annual meeting, Neil House, 
Columbus, May 7-9. Executive Secretary, 
Mr. William S. Konold, 53 W. 3rd Ave., 
Columbus 1. 


Oregon, see Washington. 


Osteopathic Physicians and Surgeons 
of California, see California. 


Pennsylvania, annual meeting, Penn 
Sheraton Hotel, Pittsburgh, May 17-20. 
Executive Director, Mr. Thomas M. Fo- 
garty, 1941 Market St., Harrisburg. 


Rhode Island, annual meeting, Colony 
Motor Lodge, Cranston, February 7-8. 
Secretary, J. Jerry Rodos, 981 Narragan- 
sett Blvd., Providence 5. 


South Dakota, annual meeting, Rapid 
City, May 6-7. Program Chairman, L. A. 
Deitrick, Bison. Secretary, Earl W. Hew- 
lett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Paris Land- 
ing Inn, Buchanan, May 6-9. Secretary, 
Paul Grayson Smith, Box 63, Pikeville. 


Texas, annual meeting, Texas Hotel, 
Fort Worth, May 3-5. Program Chairman, 
Robert R. Ling, 103-105 Center Dr., 
Galena Park. Executive Secretary, Phil R. 
Russell, 512 Bailey St., Fort Worth 7. 


Washington, Oregon, and Northérn 
Idaho, annual meeting, Olympic Hotel, 
Seattle, Wash., June 7-9. Secretary, Lon 
A. Hoover, 1219 Sixth Ave., Tacoma 5. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 13-15. Ex- 
ecutive Secretary, Mr. Gilbert D. Brooks, 
313 Berman Bldg., Charleston 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 7-9. Program Chair- 
man, A. Reid Johnston, 1298 King St., E., 
Hamilton. Secretary, William K. Church, 
85 Neywash St., Orillia. 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


Until his cold is cured 


Recommend Ben-Gay for greater comfort 


BEN-GAY®, applied topically, penetrates deeply to help relieve muscular 
aches and congestion of head and chest colds. It is rapidly absorbed to 
provide local analgesia with high-concentration methyl salicylate plus 
soothing, menthol-induced warmth. BEN-GAY also eases muscular and 
joint pain caused by strain and over-exertion. 

Greaseless, Stainless BEN-GAY and original BEN-GAy are available in 
114-0z. and 3-oz. tubes. Children’s BEN-GAY (greaseless, stainless only): 
114-0z. tubes. Thos. Leeming & Co., Inc., New York 17, N.Y. 


greaseless, stainless 


reliable, conservative pain relief 


Alaska basic science examinations 
given on request. Address R. Harrison 
Leer, M.D., secretary, Board of Exam- 
iners, Alaska Office Bldg., Juneau. 


State and 


national boards 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 


Alabama basic science examina- pathic Board of Registration and Exami- 


tions December 19-20. Applications must 
be filed by December 5. Address Mrs. 
Maxine F. McCool, secretary, Board of 
Examiners in the Basic Sciences, 1919 - 
7th Ave., S., Birmingham 3. 


nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix, 22. 

- Basic science examinations December 
19 at the University of Arizona, Tucson. 
Address Millard G. Seeley, Ph.D., secre- 
tary, Board of Examiners in the Basic 
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THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out” 
certain side effects 
of tranquilizers, 
making it 


virtually free of: ATION 


DICE 
SM 


ASIA 


SENSITIVITY 


“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
effects have been reported with these drugs....Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer in a geriatric group. 
Our feeling is that Mellaril is superior to the other two, both of which were phenothiazine derivatives.’”” 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 
ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. daily. Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. Judah, L., Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 
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SANDOZ 


ORIGINAL 

RESEARCH 
SERVING THE 
PHYSICIAN 


~ 
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IN ACUTE AND CHRONIC 
URINARY TRACT INFECTIONS 


RECENT PROOF OF CLINICAL EFFECTIVENESS OF URISED 


No. of Per cent of 


) 
Author Side Effects 
Sands? (Trigonitis 83 83.2 One 
te ) (mild rash) 
Haas & Kay? (Acute and Chronic 
Urinary Infections) 50 97 None 
Renner,? et al. (Common Urinary 
Infections) 50 96 None 
Marshall‘ (Cystitis) 100 80 None 
Strauss® (Urinary Infections in the 50 72 None 
Aged) 
Total Cases 333 
References: (1) Sands, R. X.: Trigo- Each Urised Tablet Contains: ; 
nitis during Pregnancy: A Method of Atropine Sulfate........... Serer 


Treatment. New York St. J. Med. 61: 
2598-2602, 1961; (2) Haas, Jr., J., 
and Kay, L. L.: Management of Uri- 
nary Tract Infections. Southwest, 
Med. 42:30-32, 1961; (3) Renner, 
M. J., et al.: Urinary Tract Infections: 
Treat t with Antiseptic-Antispas- 
modic Agent. Hosp. Topics 39:71- 
73, 1961; (4) Marshall, W.: Treatment 
of Cystitis in General Practice. Clin. 
Med. 7:499-502, 1960; (5) Strauss, 


B.: Treatment of Urinary Tract Infec- 
tions in the Elderly. Clin. Med. 4:307- 
310, 1957. 


Dosage: 


. 1/2000 gr. 
With Methenamine, Methylene Blue, Benzoic Acid, 
Salol and Gelsemium. 

Indications: 

Soothing, urinary antiseptic-antispasmodic for re- 
lief of pain, urgency, dysuria and frequency. Clini- 
cally safe and effective for treatment of acute or 
chronic cystitis, urethritis, pyelitis, pyelonephritis, 
prostatitis and ureteritis. 


Adults: 2 tablets q.i.d. with full glass of water. 
Acute Cases: Start with 2 tablets every hour for 


three doses. 
Supplied: 
Bottles of 100, 1000 and 2000 tablets. 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Illinois 


Sciences, University of Arizona, Tucson. 


Arkansas examinations given on re- 
quest. Address E. M. Sparling, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 222 Thompson Bldg., Hot Springs 
National Park. 


Colorado examinations in Decem- 
ber. Address Miss Mary M. McConnell, 
secretary, Board of Medical Examiners, 
715 Republic Bldg., Denver 2. 

Basic science examinations in Decem- 
ber. Applications must be filed 2 weeks 
in advance. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 
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Connecticut basic science examina- 
tions February 10. Address Miss M. G. 
Reynolds, executive assistant, Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 


Delaware examinations January 9- 
11. Address Joseph S. McDaniel, M.D., 
secretary, Board of Medical Examiners, 
Professional Bldg., Dover. 


Florida examinations in December. 
Applications must be filed in advance. 
Address Thomas F. Sheffer, D.O., secre- 
tary, Board of Osteopathic Medical Ex- 
aminers, Las Olas Hospital, 1516 E. Las 
Olas Blvd., Ft. Lauderdale. 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 


Illinois examinations in January. 
Applications must be filed by the middle 
of December. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Iowa basic science examinations 
January 9 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exam- 
iners, Wartburg College, Waverly. 


Kansas examinations during first 2 
weeks in January. Address Francis J. 
Nash, M.D., secretary, Board of Healing 
Arts, New Brotherhood Bldg., Kansas 
City, Kans. 


Kentucky examinations in Decem- 
ber. Address Mrs. Ray Wunderlich, di- 
rector, Medical Licensure and Registra- 
tion, Board of Health, 275 E. Main 
St., Frankfort. 


Massachusetts examinations Janu- 
ary 9. Address David W. Wallwork, 
M.D., secretary, Board of Registration in 
Medicine, Room 37, State House, Boston 
33. 


Michigan basic science examina- 
nations in February. Address Mrs. Anne 
Baker, secretary, Board of Examiners in 
the Basic Sciences, 116 Mason Bldg., 
Lansing. 


Minnesota basic science examina- 
tions January 9 at the University of Min- 
nesota, Minneapolis. Address Raymond 
N. Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, Min- 
neapolis 14, 


Nebraska examinations given on 
request. Address Mr. R. K. Kirkman, di- 
rector, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 

Basic science examinations January 9- 
10. Address Mr. Kirkman. 


Nevada examinations in January. 
Applications must be filed 2 weeks in 
advance. Address John H. Pasek, D.O., 
secretary, Board of; Osteopathic Exam- 
iners, 205-10 First National Bank Bldg., 
Minden. 

Basic science examinations January 9. 
Address Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Mexico examinations January 
15. Address L. D. Barbour, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Roswell Osteopathic 
Hospital, Roswell. 


First Choice 
for safety effectiveness - dependability ~ 


Announcing a new product for the management of asthma 


RELAXES REDUCES 


Constriction Obstruction 


by overcoming bronchospasm due to tenacious mucus 


a 
is 
( 


NEW 


for the management of 


ASTHMA 


Theophylline-glyceryl guaiacolate, Mead Johnson E LIXIR 


BRONCHODILATOR-EXPECTORANT 


RELAXES CONSTRICTION by overcoming bronchospasm 


Theophylline overcomes bronchospasm through relaxation of the bronchiolar smooth muscle. 


REDUCES OBSTRUCTION due to tenacious mucus 


Glyceryl guaiacolate increases respiratory tract fluids which dilute the thick tenacious mucus 
in the bronchioles, facilitating its removal and thereby reducing obstruction. 


T.M. 
: 
| 
| 
| 
j 
| 


combines the bronchodilator effectiveness of theo- 
phyllme* 


with the proved expectorant action of glyceryl 
guaiacolate™ 


formulated for flexible low-volume dosage 


in a pleasant-tasting hydro-alcoholic vehicle for 
rapid absorption 


QUIBRON RAPIDLY PROVIDES EFFECTIVE THERAPY WITH QUIBRON IS FOLLOWED BY 


ia, 


(5) 
ADULTS (6) 


AVERAGE *% INCREASE IN 


TIME IN MINUTES 


ee ‘Following administration of Quibron elixir at the recom- Following administration of 20 m1. Quibron elixir, vital capacity 

mended dosage for adults’ and children,’ effective blood levels was markedly improved, as measured by the timed 44-second ‘ 
ae of theophylline were reached within 15-30 minutes and main- method. Pulmonary function tests confirmed the clinical observa- i 
‘ tained for more than four hours. tion of rapid felief occurring in 10-15 minutes in most patients.® 


Indications: Bronchial asthma, asthmatic bronchitis, chronic bronchitis and pulmonary emphysema. { * 


Dosage & Administration: Adults: 1 to 2 tablespoons, 2-3 times daily. Children, 6-12: 1 tablespoon, 2-3 times daily. 

ps weighing over 100 Ibs. may require adult doses.) Children under 6: V2 teaspoon per 10 Ibs. body weight, 

~§$ times daily. During the first day of treatment, especially in severe attacks, the usual dose may be increased by one half. 

Side Effects: Theophylline may cause gastric irritation, with possible abdominal discomfort, nausea and yomiting, 

: The administration of Quibron elixir after meals may help avoid such symptoms. Theophylline may also exert some 
S stimulating effect on the central nervous system. 


Cautions: Quibron elixir should not be administered more frequently than every 6 hours or within 12 hours after rectal 
administration of any preparation containing theophylline ot aminophylline. Other formulations containing xanthine 
derivatives should not be given concurrently with Quibron elixir. 


Supplied: Each tablespoon of Quibren elixir (15 ml.) contains theophylline 150 mg. and glyceryl guaiacolate 90 mg. in 


a a 15% hydro-alcoholic vehicle. Bottles of 8 fi. oz. : 

i ‘erences: (1) Schluger, J.; McGinn, J. T., and Hennessy, D. J: Am. J. M. Sc. 233:296-302 (March) 1957: (2) MacLaren, W. Ra om 
California Med. 91:278-282 (Nov.) 1959. (8) MacLaren, W. R.: Ann. Allergy 17:729-739 (Sept.-Oct.) 1959. (4) Spielman, A. D.: Ann. oe 

Bee Allergy 15:270-276 (May-June) 1957, (5) Gass, L. J., and Frederick, W. S: Am. Pract. & Digest Treat. 2:844-851 (Oct) 1951. 

hd (6; Schwartz, E.; Levin, L.; Leibowitz, H., and McGinn, J. T.: Am. Pract: & Digest Treat. 7:585-588 (April} 1956. (7) Schiller, L. W., 

ae and Goldman, G.: Personal communication on file at the Mead Johnson Research Center.* (8) Levin, $. J., and Weisnagel, J.: 

ae Personal communication on file at the Mead Johnson Research Center.* (9) Puls, R. J., and Grater, W. C.: Current Therap. Res., 

in press (Nov.) 1961. 

*These data are available to physicians on request, 


MeadJohnson 
Laboratories 


Symbol of service in medicine 


| 
LEY PRO = OF VITAL GAPAGITY® 
IN MINUTES 
a 
| 
or 
i 
3 


A-86 


if your 
underweight 
patient 

fails to 

gain 


even on 
a high 
calorie 


diet 


anadro 


oxymetholone, Syntex 


promotes solid weight gain 


You’ve seen her often. She’s 
the underweight patient 
who fails to respond to 
high-protein diet. She’s 
slow in recovering from sur- 
gery or illness. She contin- 
ues to lose weight. This is 
the time to turn to Anadrol. 
You can often expect results 
like these: 


clinical briefs* 


¢ In 92 female patients 
treated with Anadrol, 75 
gained an average of 6% 
pounds. Mild androgenic 
side effects (acne, hirsut- 
ism, dysmenorrhea) were 
reported in only 6 cases. 


e Five chronically under- 
weight women ranging in 
age from 20 to 37 years took 
Anadrol for 60 to 90 days. 
All five responded. Average 
weight gain: 8 pounds. An- 
drogenic side effects were 
reported in ] patient only. 


e 24 females with general 
catabolic conditions (age 
range: 12-88) were given 
Anadrol for 21 to 113 days. 
21 responded. Average 
weight gain: 8 pounds. No 
androgenic side effects 
were reported. 


Here is why Anadrol may 
help you treat your under- 
weight patient, female or 
male. 


Anadrol reverses negative 
nitrogen balance. By stim- 
ulating nitrogen retention, 
Anadrol therapy leads to 
increased synthesis of ami- 
no acids, essential compo- 
nents of protein tissue. 
Anabolism is stepped up. 
Thus Anadrol reverses the 
wasting process and pro- 
motes solid weight gain. 


Specific advantages: Exten- 
sive metabolic testing in 
humans has shown that 
Anadrol stimulates nitro- 
gen retention with 4 times 
the potency of methyl- 
testosterone, the accepted 
standard. Moreover, hu- 
man data reveal that 
Anadrol has only half the 
androgenicity of methyltes- 
tosterone. Thus Anadrol has 
fewer masculinizing com- 
plications, is better suited 
for long-term therapy. 


Indications: Geriatric 
debilitation, chronic 


underweight, pre- and post- 


operative conditions, con- 
valescence from infection, 
osteoporosis, gastrointesti- 
nal disease, general cata- 
bolic conditions, and 
malnutrition. 


Dosage and administra- 
tion: Adults: 2.5 mg. t.i.d., 
orally. Children: up to 12 
years—2.5 or 5 mg./day for 
up to 30 days. Over 12 years 
—adult dosages. 


Precautions: Use with cau- 
tion in patients with heart 
disease or known hepatic 
damage. Do not continue 
administration to children 
beyond 30 days. If mascu- 
linizing symptoms develop, 
discontinue the drug. 

Contraindications: Carci- 


noma of the prostate or 
nephritis or nephrosis. 


How supplied: 2.5 mg. 
white tablets, bottles of 50. 


*Case reports on file, Syntex Medical 
Department. 


anadrol 
an original steroid from 


SYNTEX# 


Laboratories Inc. 62GP7 
10 East 40 Street, New York 16, N.Y. 


| 
MESA 


Basic science examinations January 21. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York examinations in Decem- 
ber. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


North Dakota examinations in Jan- 
uary. Address Georgianna Pfeiffer, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 8 S. Terrace, Fargo. 


Ohio examinations in December at 
Columbus. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 W. Broad 
St., Columbus 15. 


Oregon examinations in January. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 


Pennsylvania examinations in Jan- 
uary. Applications must be filed 15 days 
in advance. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 

All applicants applying for licensure 
by reciprocity from other states must be 
examined in Practical Osteopathic Tech- 
nique. Address Mrs. Wollet. 


Rhode Island examinations January 
4-5. Adress Mr. Thomas B. Casey, Ad- 
ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations February 
14. Address Mr. Casey. 


South Carolina examinations No- 
vember 21 at Columbia. Address Ernest 
A. Johnson, D.O., secretary, Board of 
Osteopathic Examiners, Box 525, Sum- 
merville. 


South Dakota examinations Janu- 
ary 16-17. Address Mr. John C. Foster, 
executive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 

Basic science examinations first week 
in December. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
Box 506, Custer. 


Tennessee examinations in Febru- 
ary. Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 62 S. Dunlap, Memphis 3: 


Utah examinations third week of 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Capi- 
tol, Salt Lake City 14. 

Vermont examinations in January. 
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gives safer steroid protection from asthma 


The aim of therapy in asthma should be 
relief of bronchospasm by means of 
decongestant and bronchodilating 
agents plus prednisone. When long- 
continued prednisone treatment is de- 
sirable, ‘“‘the use of bronchodilator 
medication and other allied drugs should 
be continued in order to decrease the 
dosage of the steroid hormone to a mini- 
mum.” (Barach, A.L. and Bickerman, 
H.A.: Pulmonary Emphysema, Balti- 


Roussel Corporation, 155 East 44th St., New York 17 


more, The Williams and Wilkins Com- 
pany 1956, p. 523.) 


One De.tasmyL tablet provides the 
smallest, safest dose of prednisone (1.5 
mg.), augmented by theophylline (120 
mg.), ephedrine HCl (15 mg.), and 
phenobarbital (8 mg.), protects against 
asthma for about 4 hours. Not more 
than six tablets should be taken in 24 
hours. Bottles of 50 tablets. 


Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Virginia examinations in Decem- 
ber. Address Russell Cox, M.D., secre- 
tary, Board of Medical Examiners, 505 
Washington St., Portsmouth. 


Washington examinations in Janu- 
ary. Address Mr. Thomas A. Carter, sec- 
retary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examination in January. 
Address Mr. Carter. 


Wisconsin examinations in January 
at Madison. Address Thomas W. Tormey, 


Jr., M.D., secretary, Board of Medical 
Examiners, Room 28, 115 S. Pinckney 
St., Madison 2. 


Wyoming examinations February 5. 
Address James W. Sampson, M.D., sec- 
retary, State Board of Medical Exam- 
iners, State Office Bldg., Cheyenne. 


British Columbia examinations in 
January. Address Lynn Gunn, M.D., reg- 
istrar, Council of College of Physicians 
and Surgeons, 1807 W. 10th Ave., Van- 
couver 9. 


Saskatchewan examinations in Feb- 
ruary at Saskatoon. Address Anna North- 
up-Little, D.O., 2228 Albert St., Regina. 
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stop pain with N inal’ 
upercainal 
(dibucaine CIBA) 
...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


Cc 


SUMMIT,N. J. 


stop hemorrhoid pain with 
NUPERCAINAL SUPPOSITORIES: 
exact dosage fast acting 
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Reregistration 
of osteopathic licenses 


December 1—District of Columbia, 
$4.00. Address Mr. Paul Foley, deputy 
director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N. W., Washington 6, D. C. 


December 1—Oregon, $20.00  resi- 
dents; $5.00 nonresidents. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Fail- 
ing Bldg., Portland 4. 


December 31—Alabama, $5.00. Ad- 
dress D. G. Gill, M.D., secretary, Board 
of Medical Examiners, State Office Bldg., 
Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
secretary-treasurer, Osteopathic Board of 
Registration and Examinations in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


December 31—Georgia, $3.00. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, 224 State Capi- 
tol, Atlanta. 


December 31—Tennessee, $5.00 for li- 
censing board for the state board of ex- 
amination and registration for osteopathic 
physicians. Address M. E. Coy, D.O., 
secretary-treasurer, Board of Examination 
and Registration for Osteopathic Physi- 
cians, 1226 Highland, Jackson. 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., secretary-treasurer, 
Board of Osteopathic Examiners, 1013 
Forum Bldg., Sacramento 14. 


January 1—Florida, $10.00 to the Os- 
teopathic Board; $1.00 to the State 
Board of Health. Address Thomas F. 
Sheffer, D.O., secretary-treasurer, Board 
of Osteopathic Medical Examiners, Las 
Olas Hospital, 1516 E. Las Olas Blvd., 
Ft. Lauderdale. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary-treas- 
urer, Board of Osteopathic Examination 
and Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., treasurer, Licensing 
Board of Osteopathic Physicians, 120 
Sherburn St., Winnipeg. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
318 Bush St., Red Wing. 

January 1—New York, $6.00 bienni- 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


EFFECTIVE 


TREATMENT 
OF 
PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recurrence 
and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined 
with soaps, 0.5% Phenol, and 0.75% Cresol. Available 
at pharmacies or direct in 4 and 8 fluid ounces. Write 
for professional sample and literature. 


Latarataries 


Dept. 106 


12850 MANSFIELD « DETROIT 27, MICHIGAN 


ally. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $3.00 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany 7. 


January 1—Ontario, $25.00. Address 
D. G. A. Campbell, D.O., secretary-treas- 
urer, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 5. 


January 1—Saskatchewan, $30.00. Ad- 
dress Anna Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—South Dakota, $2.00. Ad- 


dress Mr. John C. Foster, executive sec- 
retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


January 1—Utah, $3.00. Address Clar- 
ence E. Hyatt, D.O., treasurer, Osteo- 
pathic Examining Board, 144 E. Fifth 
North St., Provo. 


January—Alberta, no reregistration; 
pay $75.00 membership in College of 
Physicians and Su-geons. Address G. B. 
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symptom-free 


The TEDRAL patient works normally, breathes freely. without 
fear or embarrassment of asthma attacks. 


One TEDRAL tablet taken at the first sign of an attack relieves 
congestion and constriction within fifteen minutes and provides 
protection for as long as four hours. For prophylaxis, or when 
attacks are frequent, prescribe one or two tablets q.4h. (For 
children 6-12 years old. give half of this dosage.) 


COMPOSITION: Each scored TEDRAL tablet contains theophylline 
130 mg., ephedrine HCl] 24 mg. and phenobarbital 8 mg. 


sy 


the ® 
TEDRA 
antiasthmatic 


For younger asthmatic patients, licorice-flavored TEDRAL Pediatric Suspension. 
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Acts as well 

in people 
a Ss in neutralizes 
test tubes 


49 49 49 


40 to 50 per cent 
faster— 

twice as long at 
pH 3.5 or above 


with new Creomalin ee 
41 


with standard 3.1 


| Neutralization 
aluminum hydroxide 


Following d ination of basal secretion, 2.0 
tragastric pH was d ined 

continuously by means of frequent 

readings over a two-hour period. 


Minutes 20 40 60 80 100 120 
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New 


Antacid Tablets 


Buffers fast'* for fast relief of pain— 
takes up more acid 


Heals ulcer fast—action more prolonged in vivo 


Has superior action of a liquid, with the 
convenience of a tablet* 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive dried aluminum hydroxide gel (stabilized 
with hexitol) with 75 mg. of magnesium hydroxide. New Creamalin 
tablets are pleasant tasting and smooth, not gritty. They do not cause 
constipation or electrolyte disturbance. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as needed. 
Peptic ulcer or gastritis— from 2 to 4 tablets every two to four hours. 


How Supplied: Creamalin Tablets, bottles of 50, 100, 200 and 1000. 
Also available: New Creamalin Liquid (1 teaspoon=1 tablet), 
bottles of 8 and 16 fl. oz. ® 
References: 1. Schwartz, I. R.: Current Therap. Res. 3:29, Feb., 1961. 
2. Beekman, S. M.: J. Am. Pharm. A. (Scient. Ed.) 49:191, April, 1960. 
3. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. Pharm. A. 
’ (Scient. Ed.) 48:381, July, 1959. 4. Data in the files of the Department 
LABORATORIES of Medical Research, Winthrop Laboratories. 5. Hinkel, E. T., Jr. ; Fisher, M. P., 
New York 18, N.Y. and Tainter, M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


FOR PEPTIC ULCER ¢ GASTRITIS » GASTRIC HYPERACIDITY 


2.0 
| 
| 
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clinically demonstrated — Sinutab 


provides “excellent symptomatic relief”’* of sinus and other common frontal 


headaches on just 2 tablets q.4h. Sinutab aborts pain—decongests mucosa — 


relieves pressure—relaxes tension. 


*Flohr, Leonard, et al.: Clin. Med. 8:3 (March) 1961. 


TEORAL GELUSIL PROLOID PERITRATE MANDELAMINE 


MORRIS Mod 
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ANTACIDS 
CONTROL 
ACID! 


KOLANTYL 
CONTROLS ACID 
AND PAIN! 


\\ 


Ulcer therapy requires more 
than antacids 


“Putting alkali into the stomach does 
not always relieve pain, even though 
the acid is completely neutralized 
thereby.”? 


Kolantyl provides the missing 


action—SPASMOLYSIS —plus 3 
additional healing actions 


“*_..our studies indicate that ulcer pain 
in the uncomplicated case is invariably 
associated with abnormal motility.”? 


A groundswell of medical opinion now 
indicts gastric spasm —as well as acid 
—in the causation of ulcer pain.! 


Kolantylis so much more than an antacid 


Examine the KOLANTYL Formula: 

antispasmodic: BeNTYL (dicyclomine) Hydro- 
chloride antacids: Magnesium Oxide/Alu- 
minum Hydroxide Gel demulcent: Methyl- 
cellulose anti-enzyme: Sodium Lauryl Sulfate 


References: 1. Altschule, M. D.: M. Se. 6:560, 1959. 
2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., and 
Texter, E.C., Jr.: Gastroenterology 23:252, 1953. 
3. Texter, E. C., et al.: Ann, Int. Med. $1:1275, 1959. 
4. Kasich, A. M.; Boleman, A, P., Jr., and Rafsky, 
J. C.: Am. J. Digest. Dis. 1:361, 1956. 5. Roth, J. L. A.; 
Wechsler, R. L., and Bockus, H. L.: Gastroenterology 
31:493, 1956. 6. Rafsky, J. D.: Gastroenterology 27:29, 
THE S. MERRELL COMP PANY 1954. TRADEMARKS: KOLANTYL®, SENTYL® 
Cincinnati, Ohio/Weston, Ontario Brochure with full product information available on request. 


) 
NEW 
“WAFERS 
not A TRACE oF 
CHALKINESS 


...does she know that only you can help?_ 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures them the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Gynol Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause C a 


SPACETA 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 

Bellergal relieves 

nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS — Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 


| 
| 
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Taylor, acting registrar, Office of the 
Registrar, University of Alberta, Edmon- 
ton. 


January—Connecticut, $5.00. Address 
James T. Barry, D.O., treasurer, Oste- 
opathic Examining Board, 410 Asylum 
St., Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., secretary- 
treasurer, Board of Osteopathic Examina- 
tion and Registration, 330 W. Front St., 
Box 1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 S. Pinckney St., Madison 2. 


January 31—British Columbia, set by 
the Council of Colleges of Physicians and 
Surgeons of British Columbia. Address 
Lynn Gunn, M.D., registrar, 1807 W. 
10th Ave., Vancouver 9. 


Before February 1—Vermont, $3.00 
residents; $2.00 nonresidents. Address 
Roy M. Sherburne, D.O., treasurer, 
Board of Osteopathic Examination and 
Registration, 65 Railroad St., St. Tohns- 
bury. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions twice each year at the approved 
colleges. The next dates are November 10- 
11, 1961, and May 4-5, 1962. Application 
blanks may be obtained from the secre- 
tary of the Board or the dean of the col- 
lege, and the completed application blank, 
together with check for the part to be 
taken, must be in the secretary’s office 
not less than 30 days preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
pathology; and microbiology, including 
immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
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No. 201 — Standard 
diagnostic otoscope 


No. 216—Standard 
operating otoscope 


No. 217—With 
tongue depressor 
blade holder 


CHOICE! 


OTOSCOPES FROM 


Choice of new fully sterilizable 
polypropylene specula in 5 sizes, 
or KLEEN-SPEC® disposable 
specula and adapter 


Otoscopes available individually 
or in sets with WA ophthalmo- 
scopes or other instruments. Fit 
all WA handles. 


Welch Allyn continues to 
“light the way” 
with important FIRSTS: 


™ FIRST with disposable specula 
FIRST with polypropylene specula 
FIRST with rechargeable handles 


4 


anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 

The next examinations in Part III will 
be given at Kansas City April 7-8, and at 
Philadelphia April 14-15, 1962. 

All candidates are reminded that the 
examination must be completed within 
a period of 7 years. Candidates who 


took Part I in 1955 must take Part III in 
1962 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 

_ sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 212 E. 
Ohio St., Chicago 11. 
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Cystitis” 


(years) 10 


. the theme that runs through the carefully taken history of 
@« most uremic patients with chronic pyelonephritis—the burning 
on urination of infancy, the chills and fever in childhood, the 
‘honeymoon’ pyelitis, the recurrent urethritis treated so well and 


often locally—and yet the termination in uremia.”* 


at every age of life... at every stage of infection 


Urinary tract infections of childhood are frequent, persistent and difficult to cure. If 
inadequately treated, serious sequelae in later life are too often the result. The child- 
bearing age represents a second major stage for urinary tract infection, a hazard to both 
mother and fetus, and a potential precursor of renal insufficiency if not thoroughly 
eradicated. During the middle and later years relapse and reinfection, with the spectre 
of renal failure, make management a grave problem—preserving function and prolong- 
ing life become the realistic therapeutic goals. 


Level of Symptomatology 
4 


Hypertension 
LV Failure 


Furadantin 


BRAND OF NITROFURANTOI 


prompt » thorough = dependable » safe » economical 
control of infection throughout the urinary system 


“. .. seems to be by far the most effective drug to be employed, and this has been sub- 
stantiated in practice. It is a drug of low toxicity and, what is more important, bacteria 
rarely if ever become resistant to it. It can be employed for long periods of time, is bac- 
tericidal and does not favor the appearance of monilial infections.” * 

Average FURADANTIN Adult Dosage: 100 mg. tablet q.i.d. with meals-and with food or milk on retiring. 
For acute, uncomplicated infections, 50 mg. may be administered. If improvement does not occur in 2 
or 3 days, increase the dose to 100 mg. q.i.d. Supplied: Tablets, 50 mg. and 100 mg. Oral Suspension, 


25 mg. per 5 cc. tsp. 
1. Birchall, R.: Am. Practit. 1]:918, 1960. 2. Sanjurjo, L. A.: Med. Clin. N. Amer. 43:1601, 1959. 


Complete information in package insert or on request to the Medical Director. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK 


DE 
: 
® 


SWISS TESTS INDICATE DENTAL CARIES IN 


CHILDREN CAN BE REDUCED AS MUCH AS! 


84.8% WITH CONTROLLED USE OF SODIUM, 


FLUORIDE TABLETS* 


IN YOUR PRACTICE, SUGGEST ... 


KARIDIUM: 


FOR THE INDIVIDUAL SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN 


tablet (8 drops liquid). 


* Hell, W., 
G.P. XXI1:6, Dec. 1960 


Thousands of physicians and dentists are prescribing KARIDIUM for use 
in rural areas; in cities where community fluoridation has not begun; 
and for patients where rampant caries is a serious problem. 
also been used with success, prenatally. 


For HOME FLUORIDATION, one tablet (or 8 drops liquid Karidium) in a 
quart of water provides the recommended fluoride concentration — 
one part per million. Karidium may also be used with fruit juices, 
milk, formula or taken as other solid medication. : 
Chemically pure sodium fluoride is the active ingredient in a 1.5 grain 
Each tablet or 8 drops liquid yields 1 mg. 
fluoride ion. (Karidium is not indicated in a strict salt free diet.) 
Parents should be instructed that sodium fluoride should be taken 
conscientiously throughout the period of tooth formation for maximum 
Z reduction in tooth decay. 

mA Complete schedules, literature and clinical samples available. Karidium 
is patented in U.S.A. and Canada. 


Supplied: Tablets, bottles of 180 and 1000. 
Liquid, 60 cc. plastic dropper bottles. 


It has 


“The Family Doctor & Preventive Dentistry” 


LORVIC Corporation 


EASTON AVE. © ST. LOUIS 12, MO. 
Professional Pharmaceutical Corp., Montreal 26, Quebec 
Far East: Dreyer & Co., Ltd., 201 Alexandra House, Hong Kong 


A local health department 
social work study of teen-age 
venereal disease patients* 


Louis Hochberg, Social Work Consultant, 
and Constance Grass, Assistant Chief, Bureau of Public Health Social Work, 
California State Department of Public Health 


INTRODUCTION 


Recognizing that social and emotional 
factors are of primary importance in epi- 


*Reprinted from California Health, August 1, 
1961. This report was discussed at the Southern 
California Venereal Disease Conference and at 
the Bay Area Venereal Disease Conference, 
both held in June 1961. 
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demiology and perhaps offer avenues for 
prevention and control of venereal dis- 
ease in teen-agers, .the Contra Costa 
County Health Department requested the 
assignment of a State Health Department 
social work consultant to their venereal 
disease control program, as they do not 
have a social worker on their staff. There 
was recognition of the nationwide in- 


crease in the reported number of cases 
of syphilis and gonorrhea among teen- 
agers during recent years. Several dozen 
school age patients had been seen in a 
health department venereal disease clinic 
during 1960, and there was increased 
health department and community con- 
cern for the problem. 

Only little health department attention 
had been given to the social adjustment 
of teen-agers seen in the clinic, and the 
question was being raised whether some- 
thing more could be done for them. The 
staff believed that early attention to 
social and emotional factors could pre- 
vent serious maladjustments later. Study 
of the problem was also thought to be 
important because there appears to be a 
dearth of information about social factors 
which influence teen-age behavior and 
social adjustment. It is a social work as- 
sumption, supported by other professional 
opinion, that venereal disease is indica- 
tive of social disfunctioning of patients 
and their families.+ Systematic study is 
needed concerning the social functioning 
of families of venereal disease patients, 
their strengths and liabilities, and the 
limits of opportunities for them in the 
community must be understood, if vene- 
real disease control is to be effected 
through this approach. 

A project was undertaken to study 
the social functioning of the families 
of a group of young patients coming to 
the attention of the health department’s 
venereal disease program. Project find- 
ings would then be used to assist health 
department staff in outlining and pin- 
pointing services to meet the social needs 
of the patients and their families. 


METHOD 


A social work consultant from the Cali- 
fornia State Department of Public Health, 
(Bureau of Public Health Social Work), 
was assigned to the health department 
venereal disease control program for a 
three month period beginning February 
1, 1961. From February 8 through April 
14 he interviewed 30 patients of the 
Richmond venereal disease clinic who 
were between 13 and 21 years old. Four 
teen-agers known to the clinic, who had 
congenital syphilis, were not included. 
Parents were interviewed if consent was 
given by the patient. After interpreting 
the purpose of the project, the teen-ager 
and parents were informed that their 
participation was voluntary. 

The interviews were focused on gain- 
ing information on current family func- 
tioning. Only pertinent historical data 
was obtained. The open-ended interview 
method used the family as a base for 
data gathering, diagnosis and the devel- 
opment of a treatment plan. Data were 


7“It is the behavior of the carrier on which the 
spread of venereal diseases depends. Any at- 
tempt to curb the spread of these diseases 
must necessarily cope with the subtle shadings 
and nuances within the character of the human 
vector.” The Venereal Disease Contact Inter- 
view, The John Friend Mahoney Training Cen- 
ter for Nurses, Public Health Reports, Novem- 
ber 1960, pp. 1000-1006. 
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Lil 


kor the 


irritable 
tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 

Bottle of 50. 

Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


® 
(9)? waLLACE LABORATORIES Cranbury, N. J. 
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comprehensive ORAL treatment of 


CYPROHEPTADINE 


a highly effective agent with unusual attributes... 
a potent antagonist of both histamine and serotonin 


CHEMISTRY 
PERIACTIN hydrochloride cyproheptadine hydro- 


I chloride is a white, crystalline solid, soluble in water to 
the extent of about 4 mg. per cc. It is the hydrochloride 


monohydrate of 1-methyl]-4-(5-dibenzo-[a, e]-cyclohepta- 

trienylidene)-piperidine. The empirical formula is 

CxH2:N-HCl-H,O and the structural formula is as 
CH, shown on the left. 
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Response of 311 pruritic patients to PERIACTIN? 


79.1% 


75-100% 50-74% 0-49% 
improvement improvement — improvement 


Advanta ges 


e Although histamine release is an important 
aspect of allergic manifestation in man, the effects 
of this substance do not account adequately for 
many of the allergic reactions observed. Cypro- 
heptadine has been shown to have some anti- 
allergic properties that are in addition to those 
demonstrated by compounds with only antihista- 


_mine activity. 


e ‘Two well known antihistaminic drugs...were 
chosen as well as cyproheptadine [PERIACTIN], 
an experimental substance with anti-serotonin 
and anti-histaminic activity. Given orally in 
moderate therapeutic doses, only the last drug 
[PERIACTIN] led to a suppression of the wheal- 
ing responses and the capillary damage demon- 
strated by the bluing reaction*, following the in- 
tradermal injections of histamine, serotonin....”? 


e PERIACTIN hasan interesting pharmacologic 
profile, in that its activity as a serotonin and his- 
tamine antagonist is comparable to the indivi- 
dually most active known substances with such 
activity. 


e Nota phenothiazine. Clinical experience with 
more than 4,000 patients. Clinical reports have 
not indicated evidence of jaundice, agranulocy- 
tosis, parkinsonism. 


e Has a high order of antipruritic activity in 
pruritus associated with such conditions as: angio- 
neurotic edema, urticaria, dermatitis, neuroder- 
matitis, neurodermatitis circumscripta, eczema, 
eczematoid dermatitis, drug reactions, poison ivy, 
neurotic excoriations, sunburn, chickenpox, in- 
sect bites, pruritus ani and vulvae.*"* 


References: 1. Kalz, F., and Fekete, Z.: Studies on capillary perme- 
ability using coomassie blue as indicator, J. Invest. Dermat. 36:37, 
Jan. 1961, Supplemented by personal communication. 2. Welsh, A. L., 
and Ede, M.: Efficacy of cyproheptadine as an antipruritic agent, 
a preliminary report, J. New Drugs 1:22, Jan.-Feb. 1961. 


*A blue dye was given intravenously to visualize leakage of plasma proteins 
resulting from increased vascular permeability caused by the test substances. 


See next page for more detailed information on PERIACTIN 
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Additional Information on PERIACTIN 


PERIACTIN hydrochloride cyproheptadine hydro- 
chloride is a serotonin and histamine antagonist 
recommended primarily for the treatment of the 
pruritic dermatoses. 


PERIACTIN is not a phenothiazine, does not con- 
tain sulfur or nitrogen in the tricyclic ring sys- 
tem, and clinical reports do not indicate any 
evidence of parkinsonism, dystonia, agranulo- 
cytosis, or jaundice connected with its use. 


Dosage 


Dosage must be individualized. The therapeutic range 
is 4 to 20 mg. a day, with the majority of patients 
requiring 12 to 16 mg. a day. An occasional patient may 
require as much as 32 mg. a day for adequate relief. It 
is suggested that dosage be initiated with 4 mg. three or 
four times a day and adjusted according to the size and 
response of the patient. 

The dosage for children between the ages of 2 and 
14 years is 6 to 16 mg. a day depending upon the size 
and response of the patient. The initial dosage is 
usually 2 mg. three or four times a day. 

Since the effect of a single dose usually lasts four to 
six hours, the daily requirement should be given in 
divided doses three or four times a day or as often as 
necessary to provide continuous relief. 


Precautions 


The only side effect that appears frequently is drowsi- 
ness. Many patients who initially complain of drowsi- 
ness may no longer do so after the first three or four 
days of continuous administration. Drowsiness is often 
a desirable effect in patients with dermatitis and pru- 
ritus, since it tends to raise the threshold of per- 
ception and may decrease emotional tension caused by 
the disease. 

Patients who become drowsy on PERIACTIN should be 
cautioned againsi driving a car or operating machin- 
ery or appliances requiring alert attention. 

Dry mouth, dizziness, jitteriness, nausea, and skin 
rash have been reported in low incidence. 


How Supplied 


Tablets periactin hydrochloride cyproheptadine 
hydrochloride are supplied in bottles of 100. Each scored 
tablet contains 4 mg. of cyproheptadine hydrochloride. 
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dine), Fed. Proc. 19:195, March 1960 (Part 1). 

Brown, R. E., Hill, S. R., Jr., Berry, K. W., and Bing, R. J.: Studies on 
Several Possible Antiserotonin Compounds in the Functioning Carcinoid 
Syndrome, Clin. Res. 8:61, Jan. 1960 (in Soc. Proc.). ‘ 
Cohen, S. G., and Sapp, T. M.: Serotonin- and Histamine-Affecting Agents 
and Experimental Vascular Sensitization, J. Allergy 31:248, May-June 1960. 
Demis, D. J., Davis, M. J., and Lawler, J. C.: A Study of the Cutaneous 
Effects of Serotonin, J. Invest. Dermat. 34:43, Jan. 1960. 

Jensen, K.: The Effect of Antiserotonin (Cyproheptadine) and Antihista- 
mine on Cutaneous Allergy, Acta Allergol. 15:293, 1960. 

Krishna, N., Fajardo, R. V., and Leopold, I. H.: The Effects of Cypro- 
heptadine (MK-141, Periactin) in Rabbit and Human Eyes, Am. J. Ophth. 
50:465, Sept. 1960. 

Lavenstein, A. F., et al.: The Effect of Cyproheptadine on Appetite and 
Body Weight, Program, 31st Ann. Meeting Soc. Pédiatric Res., May 1960, 
p- 80. 

Warner, R. R. P.: Symptomatic Hyperserotoninemia (Without Carcinoid) 
Associated with Diminished Urinary Excretion of 5-HIAA: ? A New 
Syndrome, Clin. Res. 9:2, April 1961. 


Additional information is available to physicians on request. 


m@o MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
WEST POINT, PA. 


PERIACTIN is a trademark of Merck & Co., Inc. 
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Didrex doesn’t perform miracles... 
it just helps the obese patient do 


it herself. The reason is simple: persistent, significant 
loss of weight, up to 30 weeks in reported cases, helps to preclude 
the “weight plateau” that so often discourages dieters after a 
few weeks. Thus, time and will become your allies in changing the 
patient’s dietary habits built over months or years of weight ac- 


coronary insufficient, and hypertensive patients. 
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cumulation. Didrex may be used in closely supervised diabetic, 


Upjohn 


HELPS TAKE WEIGHT OFF PERSISTENTLY | 


BRIEF BASIC INFORMATION 


Description: Didrex is the Upjohn brand of benzphetamine hydro- 
chloride ((+-)-N-benzyl-N, a-dimethyl-phenethylamine hydrochloride]. 
A sympathomimetic compound with marked anorectic action and 
relatively little stimulating effect on the CNS or cardiovascular 
system. 

Indications: Contro! of exogenous obesity. 

Contraindications: None known to date. However, use with caution 
in moderate or severe hypertension, thyrotoxicosis, acute coronary 
disease, or cardiac decompensation. 

Dosage: Initiate appetite control, for several days, with one 25 
or 50 mg. tablet in mid-morning or mid-afternoon, according to the 
patient's eating habits. Then “‘adjust” dosage to suit each patient's 
needs to a maximum of 150 mg. daily. 

Side Effects: No effects on blood, urine, renal or hepatic functions 
have been noted. Minimal side effects have been observed occasionally: 
dry mouth, insomnia, nausea, palpitations and nervousness. 
Supplied: 25 mg. and 50 mg. (scored), benzphetamine hydrochloride, 
press-coated tablets, in bottles of 100; 50 mg. tablets are also available 
in bottles of 500. 


*Trademark—brand of benzphetamine hydrochloride, Upjohn. 


References: 1. Stough, A. R.: Weight loss without diet worry: use of benzphetamine hydrochloride (Didrex). Journal of the Oklahoma State Medical Association, 
53:760-767 (November) 1960. 2. Oster, H., and Mediar, R.: A clinical pharmacologic study of benzphetamine (Didrex), a new appetite suppressant. Arizona Medicine, 
17:398-404 (July) 1960, 3. Simkin, B., and Wallace, L.: A controlled clinical trial of benzphetamine (Didrex). Current Therapeutic Research, 2:33-38 (February) 1960. 
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OUR MAN IN GOUDA 

Though personally allergic to cheese, our peripatetic prober has raked his way through 
oceans of curds and whey in leading dairy areas, checking out a claim about colds made by 
a director of a cheese factory.* The claim was that a group of his employees who worked 
under constant conditions of temperature and humidity had only one-third as many colds 
as workers in other parts of the factory. *Hope-Simpson, R. E.: Roy. Soc. Hith. J. 78:593 


the search goes on 


(Sept.-Oct.) 1958. 
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but untila cure 1s found... 


NOVAHISTINE 


FOR THE EVERYDAY COLDS 
OF YOUR EVERYDAY PATIENTS 


Although Novahistine formulas haven't cured a single cold 
. .. they have been prescribed for relief of symptoms in 
more than 11,700,000 patients in the last 9 years, according 
to National Prescription Audits. 


Novahistine-DH Liquid 


Relieves cough and respiratory congestion. 


Novahistine-DH provides a vasoconstrictor, an antihistamine 

and an antitussive for combined action against symptoms 

of respiratory infections complicated by congested mucosa, 

bronchospasm or cough. Patients will appreciate the 

delightful taste and superior effectiveness of Novahistine-DH. ‘ 


Each 5 cc. teaspoonful contains: phenylephrine HCl, 
10.0 mg.; chlorprophenpyridamine maleate, 2.0 mg.; 
codeine phosphate, 10.0 mg.; chloroform, approx. 13.5 mg. 


For adults: 2 teaspoonfuls, every 3 or 4 hours. 
For children: 1 teaspoonful, every 3 or 4 hours. 
For infants: % to % teaspoonful every 3 to 4 hours. 


PITMAN-MOORE COMPANY 


DIVISION OF THE DOW CHEMICAL COMPANY, INDIANAPOLIS 6, INDIANA 
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BASED ON TWO YEARS OF CLINICAL INVESTIGATION... 


800 North Clark 


AN IMPROVED 


ANALGESIC OINTMENT 


Luxan, thoroughly clinically evalu- 
ated, provides relief from pain for 5 


to 8 hours from a single application - 


without counterirritation. Containing 
epinephrine, glycol salicylate and 
benzocaine in a specially formulated, 
absorbent base—rapid, penetrating 
relief of pain occurs with localized 
vasoconstriction, giving long-lasting 
relief where needed. Medicaments do 
not quickly diffuse from the site of 
application, decreasing local thera- 
peutic action. 

Luxan is safe—clinical and animal 
studies show no indication of toxicity 
or untoward side effects. It has the 
added advantage of being greaseless 
and odorless. 


Supplied in 14% ounce tubes and 1- 
pound jars. 


Literature available on request. 


WILCO LABORATORIES, INC. 


Street, Chicago 10, Illinois 


*Patent Pending 


obtained and organized in the following 
areas of family functioning: child, adult, 
marital, parental, financial. Impressions 
were recorded on the over-all level of 
family functioning and recommendations 
were made for services to meet identi- 
fied social needs and problems. 
Certain limitations affected the scope 
of the study and the quality of the find- 
ings. One interview with the patient and 
one with a parent made possible an 
assessment of social functioning levels 
but did not make possible a complete 
family diagnostic picture. Study protocol 
called for all patients meeting established 
criteria to be interviewed during the 
agreed period. However, eight patients 
were missed because they were finished 
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with their appointments and left the 
clinic while other patients were being 
interviewed or the social worker was 
otherwise occupied. One patient made 
an appointment with the social worker 
but did not keep it. Three came in on 
non-clinic days or during hours when 
the social worker was unavailable. 
The inter-agency case conference was 
used when appropriate as an educational 
device and a technique for involving the 
community in the venereal disease pro- 
gram. Five conferences were held in- 
volving administrative, supervisory and 
line staff from a number of agencies: 
schools, welfare department, probation 
department, mental health clinic, the 
California Youth Authority, North Rich- 


mond Neighborhood House, and Gom- 
pers Continuation High School. Local 
health department staff involved in the 
conferences included clinicians, public 
health nurses, the mental health nursing 
consultant, assistant health officers, and 
the venereal disease investigator. 

There were nine planned conferences 
with health department staff and many 
informal conferences for the purposes of 
sharing information, preparing for meet- 
ings, making referrals, and helping health 
department staff, primarily nurses to un- 
derstand social needs. Conferences were 
also held with the public health nursing 
supervisors about using the inter-agency 
case conference as an in-service training 
device. 


FINDINGS 


Patient characteristics e Eighteen of the 
30 patients were boys, ranging in age 
from 17 through 20. The girls were gen- 
erally younger. One was 13, four were 
15, five were 16, one 18 and one 20. 
Nineteen patients were Negro; 11 were 
white. Fourteen patients were self-re- 
ferred, 10 were contacts, and six were 
referred by other sources. 

In the opinion of the social worker, 
24 patients showed or verbally expressed 
moderate or strong anxiety; six showed 
slight anxiety or none. Some anxiety was 
due to being asked to discuss personal 
and family matters in an agency setting. 
However, it was the social worker's 
impression that some patients were 
misinformed about venereal disease and 
showed undue fear regarding its conse- 
quences. There was evidence that the 
patients received venereal disease infor- 
mation from~-a variety of sources. Such 
information was subject to individual 
interpretation and was reacted to irra- 
tionally. 


Family characteristics @¢ There were 22 
parental interviews involving 20 families, 
13 of whom expressed anxiety in the 
interview situation. 

Eight patients did not consent to hav- 
ing their parents interviewed. In two 
families, interviews were not obtained, 
one because of project time limitations 
and the other because of parental re- 
sistance, judging from five telephone con- 
tacts not culminating in an appointment 
for an interview. 

Fifteen patients had both parents at 
home, nine had only a mother, one only 
a father, and five had neither. In only 
one case, however, was there no re- 
sponsible adult in the home. This was 
an 18 year old girl living with a girl 
friend. Sixteen of the 28 families had 
six or more children. 

Twenty-four families were already 
known to community agencies, either 
welfare, law enforcement, schools, men- 
tal hospitals or clinics. Seven families 
were known to at least two of these 
agencies; 10 were known to at least three 
agencies; two were known to at least 
four agencies. 
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A DISTINCT THERAPEUTIC ENTITY* 
Restores and maintains skin’s normal protective acidity —speeds natural 
healing and helps sensitive skin resist irritants and infection. 


A WOTABLE VEHICLE 


Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin— increases response 
through its own therapeutic action. 


*Supplied: in Creme and Lotion (pH 4.6) 


WHY ACID MANTLE? 


IN THE TREATMENT OF STUBBORN 
DERMATOSES, YOU CAN EXPECT 
RESULTS LIKE THESE WITH 


COR-TAR-QUIN’ 


pH 5.0 
Response of 113 Patients 
with various skin disorders to Cor-Tar-Quin Creme and Lotiont 


Seborrheic dermatitis | 37 31 6 0 
Neurodermatitis 41 18 22 1 
Atopic eczema 16 7 9 0 
Tinea cruris 3 1 1 1 
Other dermatoses 16 a 12 0 
TOTALS 113 61(54%) 50 144%) 212%) 


tAdapted from Olansky, S. 
“Especially effective” for lesions characterized 
by SCALING, LICHENIFICATION AND INFECTION 


Description: Cor-Tar-Quin is a unique topical creme or lotion, combining 
micro-dispersed hydrocortisone alcohol, 42%, or liquor carbonis deter- 
gens 2% and diiodohydroxyquinoline 1% in the Acid Mantle® vehicle. 


Reference: (1) Olansky, S.: Antimicrobial-Steroid-Tar Combination in Treatment of 
Subacute and Chronic Dermatoses, J.M.A. Georgia 50:398 (Aug.) 1961. 02664 


WORLD LEADER IN 
DERMATOLOGICALS: 


ROME 
CHEMICALS INC. 


NEW YORK 23, NEW YORK 
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We know that MER/29 lowers choles- 
terol in 8 out of 10 patients, even 
without dietary restrictions. In 576 
patients studied by various physi- 
cians, average cholesterol levels 
dropped from 303 mg. % to 241 mg. % 
—an average decrease of 62 mg. %. 


We know that MER/29 reduces total 


sterols in both blood and tissue. 


We know that MER/29 does this by 
inhibiting the body’s own production 
of cholesterol. 

We know that its use in over 300,000 
patients reaffirms the safety margins 
established in early laboratory and 
clinical data. 


We know that, in some patients, con- 
current clinical benefits attend the use 
of MER/29. Published papers on 
MER/29 therapy to date report im- 
provement in 50 of the 79 anginal pa- 
tients reported in these studies, and 
comparable results are being obtained 
in similar studies now in progress. 
Among the other benefits reported are: 


decreased incidence and 
severity of anginal attacks 
improved ECG patterns 


diminished nitroglycerin 
dependence 


increased sense of well-being 


after 3 years’ clinical experience: | 
here is what we now know about MER/29 and 


TISSUE SERUM TISSUE SERUM 


OTHER MEASURES No other meas- MER/29 Studies in patients have 
ures are proven to reduce tissue demonstrated a reduction of ap- 
cholesterol even in the face of proximately 40% of tissue choles- 
serum cholesterol reduction. terol, as well as a significant 

reduction of the total sterol pool. 


effect on 
body pool of cholesterol 


“During triparanol [MER/29] therapy there was a definite 
improvement in the electrocardiographic tracings in re- 
sponse to exercise in 3 of 11 subjects with angina pectoris.” 
— Hollander, W., et al.: J.A.M.A. 174:5 (Sept. 3) 1960. 


“Nitroglycerine requirements decreased in 3 [of 5 out- 
patient] patients, including the patient showing electro- 
cardiographic improvement....Three [of 4 private male 
patients], after a lapse of some weeks, showed improve- 
ment in exercise electrocardiograms, which was sustained 
but not further improved in subsequent observations.” 
—Corcoran, A. C., et al.: Progr. Cardiovasc. Dis. 2: (Pt.1) 
576 (May) 1960. 


“Of the 45 patients with coronary artery disease followed 
for 1 year, 16 had a history of frequent anginal attacks. 
Fourteen of these spontaneously stated that their angina 
disappeared within 2 months.of [MER/29] therapy....In 
one patient...with persistent coronary insufficiency pattern 
(ST segment depressions in multiple leads), there was a 
complete reversion to a normal tracing during MER/29 
therapy with associated clinical improvement in angina.” 
—Lisan, P: Progr. Cardiovasc. Dis. 2: (Pt. 1) 618 (May) 
1960. ; 
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“it has become generally accepted that elevated 
biood cholesterol or lipid, if sustained long enough, 
leads to early atherosclerosis.” 


— Page, 1. H.: Mod. Med. 29:71 (Mar. 20) 1961. 


Epidemiologic studies show that low cholesterol levels 
are associated with low incidence of atherosclerosis 
and coronary artery disease. On the basis of such 
studies, Stamler has said: “...a 15 to 20 per cent re- 
duction in mean serum cholesterol levels alone might 
be associated with a 25 to 50 per cent reduction in 
coronary disease incidence rates in middle-aged men.” 


(Mar.) 1960. 


Despite our knowledge of the action, benefits and 
safety of MER/29, much remains to be discovered 
about the basic concept of cholesterol-lowering’ther- 
apy. In this, MER/29 is comparable to the’ well- 


they lower blood pressure, but we cannot prove that 
lowering blood pressure will also lower morbidity or 
mortality. Yet few physicians hesitate: to use these 
agents. The possible good is too great to ignore. 


So it is with MER/29. No one can yet be certain that 
sustained, effective lowering of total body sterols will 


—Stamler, J.: Am. J. Pub. Health 50: ee 2) 14° 


accepted use of antihypertensive agents:.we know - 


The Wm. S. me errell Company 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio/ Weston, Ontario 


Trademark: MER/29® 


INCIDENCE OF ATHEROSCLEROTIC 
HEART DISEASE (males, aged 45-62) 


ELEVATED 
CHOLESTEROL: 
obesity 

hypertension 


CHOLESTEROL: 
normal 


CHOLESTEROL: 
above 260 mg.% 


14.3% 


—Adapted from Katz, L. N., and Pick, R.: Heart Bull. 
8:82 (Sept.-Oct.) 1959. 


prevent or alter atherosclerosis. But the current evi- 


__ dence strongly supports this concept. 


Perhaps that’s why a growing number of physicians 
are now prescribing MER/29. They wish to assure 


_ their hypercholesterolemic, coronary artery disease, 


and atherosclerotic patients this reasonable hope. 


It is a decision facing every physician. 


Complete Still 

bibliography STATUS write for 
and prescription your copy 
information = full-length 
on request. report. 


(triparanol) 
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Remarkably useful in a wide variety 
of inflammatory conditions, 
including: rheumatoid arthritis, 
spondylitis, osteoarthritis'*; gout'.”.*; 
acute superficial thrombophlebitis®; 
painful shoulder (peritendinitis, 
capsulitis, bursitis, and acute 
arthritis of that joint)”; severe forms 
of a variety of local inflammatory _ 


The physician should be thoroughly 
familiar with the dosage, side _ 
effects, precautions and contra- 
indications of Tandearil before 
prescribing. 


Full product information available 
on request. 
1081-61 


ation takes flight _ 


Tandearil 


and of oxyphenbutazone 


anew. 
development 
in nonhormonal 


inflammatory 
therapy 


more specific than steroids — Acts 
directly on the inflammatory lesion 
without altering pituitary-adrenal 
function...without impairing 
immunity responses."'.4 


more dependably absorbed than 
enzymes —Tandearil, a simple, non- 
protein molecule, is rapidly and 
completely absorbed*"®, consistently 
providing effective blood levels. 


far more potent than salicylates — 
Anti-inflammatory potency of 
Tandearil markedly superior to 
aspirin.2.5 
available: 

Round, tan, sugar-coated tablets 

of 100 mg. in bottles of 100 and 1000. 


references: 

1. Graham, W.: Canad. M. A. J. 82:1 None Lan 

2. Vaughn, P. P.; Howell, D. S., and Kiem + 
Arth. and Rheumat. 2:212, 1959. 3. O'Rei 

J. Irish M. A. 46:106, 1960. 4. Cardoe, N.: 2 ¥ 
Rheumat. Dis. 18:244, 1959. 5. Robichaux, E.: General 
Practice 24:14, 1961. 6. Brooke, J. W.: Western 

2:81, 1961. 7. Connell, J. F., Jr., and Rousselot, L. M.: 
Am. J. Surg. 98:31, 1959. 8. Brodie, B. B., et al., in 
Contemporary Rheumatology 1956, p. 600. 9. Stein, 
|. D.: Ann. N. Y. Acad. Sc. 86:307 (March 30) 1960. 

10. Barczyk, W., and Réth, W.: Praxis 49:589, 1960. 

11. Miller, J. M., et al.: Antibiotic Med. and Clin. 
Therap. 7:109, 1960. 12. Connell, J. F., Jr., and- 
Rousselot, L. M.: Am. J. Surg. 97:429, 1959. 

13. Summary of individual case histories ~~ 
to Geigy. 14. Domenjoz, R.: Ann. N. Y. Acad. Sc 

86:263, 1968. 15. Smyth, C. J.: Ann. N. Y. Acad. Sc. 
86:292, 1960. 16. Yi, T. F., et al.: J. Pharmacol. and 
Exper. Therap. 123:63, 1958. 


Geigy Pharmaceuticals 
Division of 
Geigy Chemical Corporation 
Ardsley, New York 
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this is 


PLEXONAI, 


(ACTUAL SIZE AND SHAPE) 


*Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 


daily dosage by one tablet. - 


Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

Por example, if one tablet 
4 times a day produces 


“an obvious sleepy feeling, 


and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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a superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 

of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 

6.6 to 1.... 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal.... Plexonal gave better 

results than did any of the sedative or relaxing agents that have been 
_available during our experience covering the previous 15 years.’”” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day.» 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


A 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. 
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new infant formula 
nearly identical to mother’s milk' in nutritional breadth and balance 


Enfamil 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 
institutional study.” Stool frequency was low, and stool consistency was intermediate be- 
tween the extremes of firmness and softness. 


1. The Composition of Milks, Publi 254, N. of Sciences and National Research Council, Revised 
1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 


1 Acad 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 


Family functioning analysis @ Twenty- 
three of the thirty patients had experi- 
enced family breakdown in the form of 
parental death, divorce or separation, 
mental illness, or alcoholism severe 
enough to warrant institutionalization. 

There were only eleven families with 
both natural parents. Four other two- 
parent families had step-parent. 
There were nine one-parent families. 
(Three of these were due to parental 
death and six were due to divorce or 
separation.) 
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One patient lives with elderly grand- 
parents and a married aunt. The family 
history is characterized by multiple mar- 
riages, violence, and financial depend- 
ency. 

One patient with two younger siblings 
lives with an aunt and uncle due to the 
death of both parents. One is living with 
a sister and brother-in-law. One divorced 
patient lives alone with her young son. 

Thirteen families were characterized 
by several siblings in the home with 
serious social problems similar to those 


of the patients. 
the home also had educational, employ- 
ment, law enforcement or marital prob- 
lems, and problems of financial depend- 
ency requiring public assistance. 


Adult siblings out of 


Marital functioning e In almost two- 
thirds of the twenty-eight families, there 
is evidence of serious marital disruption, 
as evidenced by divorce, separation, 
death, alcoholism, and mental illness. In 
a few instances the marriage may have 
been of long duration and intact; how- 
ever, the relationship was not stable and 
was characterized by exploitation of one 
spouse over the other. 

A proportion of the marital function- 
ing was unfavorably conditioned by eco- 
nomic and social factors sometimes be- 
yond individual control. For example, 
the educationally, vocationally and cul- 
turally disadvantaged Negro group who 
came from the south about the time of 
World War II for betterment was hardest 
hit when employment opportunities nar- 
rowed after the war. 


Financial functioning e Most, if not all, 
of the families who were receiving as- 
sistance from the welfare department or 
pensions or unemployment insurance ex- 
pressed considerable concern about man- 
aging on minimal financial resources. 
Eight families were on ANC; in one of 
these families, Old Age and Survivors 
Insurance was received in addition to 
the ANC allotment. 

One family was on General Assistance. 
Another, receiving unemployment insur- 
ance, had a long history of intermittent 
General Assistance. Five families were 
receiving Old Age and Survivors Insur- 
ance or social security pensions but- 
tressed by other earned income. 

It was the social worker’s impression 
from observation of housing and other 
data that four other families were also 
in lower income brackets. Only eight 
families appeared to gross over $6500 
per year. 


Parental functioning @ In seven out of 
the eleven white families, the child rear- 
ing function was affected by death, di- 
vorce, or absence of a parent or by a 
father who was harsh or alcoholic or 
who withdrew from sharing in the paren- 
tal function. One mother seemed unable 
to assume parental responsibility and 
said she. felt like a child herself. 

In most of the seventeen Negro fam- 
ilies there was evidence of familial 
warmth. The breakdown in social func- 
tioning appears ,in pre-adolescence and 
in the early teens when the parental 
inability to cope emerges. The younger 
children appear’ fairly secure at home. 
It is when they test the outside social 
environment in the schools, in the streets, 
and in seeking employment that certain 
conflicts and problems appear that are 
not easily subject to or solvable by pa- 
rental handling or control. This normal 
“testing out” phase in the growth years 
appears to be beyond the control of the 
family. It is in this area that the limita- 
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Needed: a specific antibiotic 
_ for a specific need 


Prescribed: a Wyeth penicillin 
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ORAL SUSPENSION 


BICILLIN 


Benzathine Penicillin G, Wyeth 


for children with penicillin-susceptible infections 


e pleasant, cherry or custard flavor assures ready acceptance 

e resists gastric destruction—high percentage of BICILLIN reaches duodenum, 
where absorption occurs 

e in hemolytic streptococcal infections—300,000 units every 6 to 8 hours 


Cherry flavor—300,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 ec. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration, and prescribing of BICILLIN, see descriptive 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 


| CHILDHOOD 
ILLNESS 
CALLS FOR 
PENICILLIN 


INFECTION 
CALLS FOR 
PROLONGED 
PENICILLIN 

ACTION 


INJECTION 


Benzathine Penicillin G, Wyeth 


effective treatment of many upper respiratory infections 


e produces blood levels lethal to most pathogens common in upper respiratory infections 
—streptococci, pneumococci, and penicillin-susceptible staphylococci 

e produces prolonged blood levels, thus tending to prevent reinfection, relapse, or 
early recurrence 

e eliminates streptococcus “‘carrier’’ state 

e requires few injections . . . less trauma to patients 

e affords TUBEX advantages—asepsis, less patient discomfort and ready-to-use convenience 


Supplied: 1,200,000 units in TUBEX® sterile cartridge-needle unit (2-cc. size), pkgs. of 10; and in 


single-dose disposable syringe (2-cc. size). Also available in other strengths and sizes. 
For further information on limitations, administration, and prescribing of Injection BICILLIN, | Hhfgeth) 


see descriptive literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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Liquid: Penicillin V Potassium for Oral Solution, Wyeth 
Tablets: Penicillin V Potassium, Wyeth 


produces high penicillin blood levels 


easy-to-take Tablets or Liquid 

readily absorbed from the GI tract 

avoids pain, bother, and risk of injections 
palatable and well tolerated 

for all infections responsive to oral penicillin 

and for some usually requiring parenteral penicillin 


PENICILLIN 
ANTIBIOTIC “ae 
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A potent oral penicillin. 
for high therapeutic efficacy | 


You can prescribe PEN» Vex K for any and all in- 
fections caused by penicillin-susceptible organisms. 
It is a reliable and predictable antibiotic. Demon- 
strable blood levels oceur within 15 minutes after 
ingestion: peak blood levels within 30 minutes. 
PENe VEE K is markedly effective for treatment and 
prophylaxis of common baeterial infections, including 
hemolytic streptecoceal infections, certain staphylo- 
coccal infections, and and gonococcal 
infeetions. 


Serum concentrations— 
oral and parenteral penicillin 


Penicillin units 
per milliliter serum 


1 


Hours after administration 


penicillin ¥, 250 mg. (400,000 whits)—one tablet. Average of 40 
fasting subjects! 


Procaine panicilin G (600,000 units)— one injection. Average of 10 subjects.* 


Palatable, convenient, well tolerated 


PENeVEE K is palatable, convenient (tablet or 
liquid), and well tolerated. These factors encourage 
good patient cooperation, which helps aaa rapid 
recovery. 


References: 1. Peek, F.B., Jr, and Griffith, R.S.: 
Antibioties Annual 1957-58, Medical Encyclopedia, 
Inc., p. 1004, 2. White, A.C., et al.: Antibiotics 
Annual 1955-56, Medical Encyclopedia, Inc., p. 490. 


For further information on limitations, administra- 


tion, and preseribing of PENeV&E K, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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WEIGHT LIFTING 
CHAMPIONS 


Veustained medications 


obesity control 


one dose daily curbs appetite 
brightens mood, eases tension 


Help lift excess weight from obese patients 
with one daily dose of either Dexalone _ 
Dura-Tabs or Dexatal Dura-Tabs. These 


classic, well tolerated forms of modern sustained 

medications* curb appetite, lift the mood and 
help keep patients faithful to your diet allday long. __ 
in addition, Dexatal Dura-Tabs gently allay 


nervousness and insomnia. 


Phenobarbital 
Dextro-Amphet 
forming) Specify Dexalone Dura-Tabs 10 or 
15 or Dexatal or 
DEXALONE 10 required. Economical bottles of 30, 
10 mg. 
DURA-TABS _ 100 and 250 tablets. 
DEXALONE 15 ~— Samples and literature? Write 
g. 
DURA-TABS Wy N N 
DEXATAL 10 
DURA-TABS mg. 2 &F. PHARMACAL 
CORPORATION 
DEXATAL 15 Lancaster Ave. at 51stSt., Philadelphia31, Pa. 
DURA-TABS 8. == *U.S. Pat. No. 2895881 


tions of community opportunity and serv- 
ices for the Negro group seem to influ- 
ence child and parental functioning. 
Attitudes of concern that their children 
be “good” were expressed by both moth- 
ers who were themselves “good” and by 
mothers whose behavior did not conform 
to community values. The latter group 
of mothers did not appear to recognize 
the contradictions posed by their at- 
tempts to raise “good” children (especial- 
ly girls) when their own behavior ex- 
emplified the opposite of their verbal 
and moral dicta. The children were 
faced with “Do as I say, not as I do.” 
The fathers in the 17 Negro families, 
often absent, were described as harsh. 
The male head of the household changed 
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frequently in some families as noted by 
the number of out-of-wedlock children. 


Child functioning e¢ Twenty-two patients 
had what might be described as normal 
or average goals or aspirations for jobs, 
cars, happy marriage, etc. Seven others 
were unable to discuss their goals be- 
cause of blocks, defenses, or other emo- 
tional reasons. One patient had an over- 
powering yearning for money. 

Strengths to deal constructively with 
some difficult life situations were noted 
in many patients. 

Following are some examples of prob- 
lems which patients faced and ways in 
which they were handled: 

1. One patient, after years in a family 


marked by severe marital friction and 
harsh parental discipline, was sensed to 
have a quiet and kind sensitivity although 
appearing nervous and suspicious. After 
being expelled from school, he completed 
his high school education at the continu- 
ation school. In a limited labor market 
he found and held a job in spite of it 
being unpleasant and physically difficult 
and there were almost insurmountable 
transportation problems. 

2. One patient from a troubled family 
married the mother of his out-of-wedlock 
child and accepted referral to a local 
agency for vocational training. 

3. One patient, who completed junior 
college, realistically accepted rejection by 
the military service, has good job pros- 
pects, and is saving toward more college 
work. 

4. One patient, whose father is dead 
has a severely emotionally handicapped 
mother. He and his two brothers are 
protective of her. He exhibits sensitivity 
and feelings of responsibility toward 
others and he shows considerable strength 
in an environment which has little to 
offer him. 

5. One patient completed high school 
after her divorce and is working steadily 
to support herself and her child. 

Breakdown in child functioning was 
evidenced by poor school adjustment, 
by employment problems, and by illegal 
behavior known to law enforcement 
agencies. Twenty patients had_ school 
problems. In some instances, it was not 
possible to differentiate school expulsions 
from school drop-outs. Thirteen patients 
had employment problems mostly result- 
ing from lack of vocational preparation. 
It was the social worker’s impression that 
knowledge of limited employment op- 
portunities affected the Negro patients’ 
motivation toward educational and voca- 
tional preparation. Most of them said 
that a good job would help solve most 
of their problems. While six of the pa- 
tients were too young to have employ- 
ment problems, five of the six had school 
problems which will probably affect their 
chances for employment. 

There were three female patients whose 
heterosexual activity was closely related 
to feelings of rejection. There were three 
other female patients where rejection 
played a role in the heterosexual activity, 
but was not as clearly identified. One of 
these has had an out-of-wedlock child. 


EXAMPLES OF CASE PLANNING 


1. In an inter-agency case conference 
it was learned that a patient who had 
fathered an out-of-wedlock child had 
been referred by the welfare department 
a year ago for vocational help but had 
not gone. He was a member of a minori- 
ty family with educational, vocational, 
and law enforcement problems. In the 
conference, the participants agreed on 
a treatment plan including another re- 
ferral for employment training. The pa- 
tient followed through on the second 
referral, later married the mother of his 


ngineered 
to perform 

a specific 
function 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN@ EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of sENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 


action soothes irritated throat membranes, 


as driving). 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

supplied: senyLin ExPECTORANT is available 
in 16-ounce and 1-gallon bottles. 

Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlo- 
tide, Parke-Davis); 12:gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. fndications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and-coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—%% to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


PARKE-DAVIS 


PARKE, DAVIS 4 COMPANY, Detroit 32, Michigan 
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PORTABLE? 
DESK? 
WALL? 

FLOOR? 


Whatever your need there’s a Baumanometer 
to fit your particular use. Here are the four most 
popular—designed for a lifetime of service. 


Kompak Mobet—smallest, less than 12” long; 
lightest, a mere 30 oz.; handiest, carry it any- 
where in your bag or coat pocket. 


@ 300 MopeEt—the desk instrument of distinction; 
full 300 mm/Hg calibration assures scientifically 
accurate readings over full bloodpressure range. 


® 
WSTANDBY Mopet—versatile floor model for the 
busy doctor’s office; serves in multiple locations; 
always instantly ready for use. 


MopeL—the undisputed time-and-effort 
saver for every examining room; Silvertone, wal- 
nut, or popular decorator colors. 


ALL MobeELs—each part of the Baumanometer 
is made of the one material best suited to its 
intended purpose; and every model of the 
Baumanometer is the sum of these precision 
made parts. Every Baumanometer functions on 
the unchanging law of gravity to serve you faith- 


fully and well for your lifetime. 


Authoritative new booklet “SPH YGMOMANOMETERS 
—Principles and Precepts” available free on request. 


W. A. BAUM CO, INC. COPIAGUE, L. I., N.Y. 


Since 1916 Originator and Maker of Bloodp a Exclusivel 


® 


child, and the family is living in their 
own apartment. At present, the couple 
is on general assistance and their eco- 
nomic problems are not yet resolved. 

2. A teen-age girl not previously known 
to the clinic came in as a self-referral. 
She was in crisis and so frightened that 
she made up a story blaming rape for 
her disease. She ws also unable to talk 
with her parents about her problems 
because of her anxiety. The VD investi- 
gator reported that she planned to elope. 
The social worker called a conference 
with the VD investigator, the clinician, 
and public health nurse to develop a 
treatment plan. It was agreed that the 
nurse would take primary responsibility 
for reaching out to help the girl, with 
the social worker giving consultation to 
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the nurse. The girl was responsive to the 
nurse’s offer of help and subsequently 
brought in her boyfriend for an inter- 
view. The nurse subsequently assisted the 
couple to consider sharing their plans 
with her parents. Thus it was demon- 
strated that this girl needed and wanted 
help, and was responsive to counseling. 

3. A patient discharged from the serv- 
ice for repeated gonorrhea came to the 
clinic as a self-referral. He had not been 
able to find a job for several months 
since his military discharge. An on-the- 
spot social work-nursing conference re- 
sulted in a decision that the nurse, who 
knew the family, make an immediate 
referral for employment training. It was 
later learned that the patient followed 
through on this referral. 


4. A very young teen-age girl, a gon- 
orrhea contact, was seen on her initial 
visit to the clinic. She was terrified that 
her father might learn of her sexual 
behavior. Full respect was accorded her 
request that her father not learn of her 
visit to the clinic. 

As there were school, family, and 
promiscuity problems, a conference was 
quickly called involving the supervising 
public health nurse, the school nursing 
administrator, and social casework staff 
from child welfare services of the wel- 
fare department. 

On the basis of school problems the 
school nurse made a prompt home visit 
and referred the family to the case 
worker. The father welcomed help, ex- 
pressing deep concern about problems 
of raising his daughter without a mother, 
as well as about her school problems. A 
plan for continuing social casework treat- 
ment was made with the girl and her 
father. 


CONCLUSIONS 


The local health department can play 
a more active and a more penetrating 
community role in venereal disease con- 
trol by increasing its knowledge of social 
factors and utilizing this knowledge to 
coordinate the work of other appropriate 
agencies in carrying out social treatment 
plans. 

Exposure to venereal disease is not 
a chance occurrence. Teen-agers who 
expose themselves to venereal disease 
or who expose others to it have the 
potential to take more responsibility for 
their behavior. They need to be provided 
with opportunities to change their be- 
havior pattern by provision of help that 
has meaning to them and their families. 

Viewed as an expression of ther prob- 
lems which give rise to irrational and 
irresponsible behavior, venereal disease 
or promiscuity is in part a symptom re- 
lated to the inadequate solving of broader 
social issues.| More importantly, the 
teen-age patient coming in with venereal 
disease, or as a contact to venereal dis- 
ease because of his promiscuity, is pro- 
viding society with an early clue that his 
health is facing many more serious risks 
than venereal disease. The provision of 
services at this time to meet other social 
problems should not only contribute to 
the control of promiscuity and venereal 
disease, ‘but should assist these individ- 
uals toward a more satisfactory living 
pattern that obviates much ill health, de- 
pendency and delinquency. 

On this basis, then, the project findings 
support the belief of the Contra Costa 
County Health Department staff that 
early attention to social factors associated 
with teen-age promiscuity and venereal 
disease can be helpful in preventing 
more serious maladjustments as well as 
assisting in the prevention of venereal 
disease reinfection. 


t“. . . symptoms in themselves are nonspecific 
and ; mean different things to different individ- 
uals.” Health Services & J 
p. 23, Childrens Bureau Publication 353—1955. 
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...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 
DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation...and 
often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 
aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


dexamethasone with aspirin 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
information on use accompanying the package or available on request. 

and aluminum hydroxide *The term ‘‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 

to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


ecocn, in which the conjunctive use of steroid and salicylate is indicated. 
Supplied: Bottles of 100. Each tablet contains 0.25 mg. of Decanron dexamethasone, 500 mg. of 
FOR CONSERVATIVE MANAGEMENT ana are trademarks of Merck & Co, Inc. 


€ ® Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
| esi C wo aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 
OF MUSCULOSKELETAL SYNDROMES werce snare & vonme division of Merck & Co., Inc., West Point, Pa, 
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AND SPECIFIC 
FOR COLD, ACHING 


EXTREMITIES 


= 
; = 


INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 

THAWS ICY HANDS AND FEET Roniacol Timespan promptly increases circulation in cold fingers and toes,? 
resulting in “less ischemic pain, improved pulses and increased skin temperature.”’2 Action: specific dilation 
of peripheral vessels.! Result: Roniacol increases blood flow to ischemic extremities.25 Improved blood flow 
further minimizes the chance of ulcerations associated with peripheral arterial insufficiency. 


EACH DOSE ACTS FOR 10-12 HOURS New, sustained-release Roniacol Timespan provides convenience for your 
patients as well as daylong or nightlong relief of cold, aching extremities —one Timespan in the morning pre- 
cludes forgotten midday doses, another at night permits comfortable, uninterrupted sleep. 


NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective — produces no cardiac stim- 
ulation, no hypotension, no gastrointestinal stimulation®”—may be used safely in the presence of gastritis, peptic 
ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only thirteen experienced side effects — none 
of them major.! 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with deficient 
circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arteriosclerosis, 
varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo due to 
impaired cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 

SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 
50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. W. D. Westinghouse, Personal Communication. 3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 
1952. 4. M. M. Fisher and H. E. Tebrock, New York J. Med., 53:65, 1953. 5. |. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro and 
L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 
38:1035, 1959, 


Roniacol®—brand of nicotinyl alcohol. Timespan® 


ROCHE LABORATORIES © Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 


RONIACOL 


Tartrate 


TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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quick, accurate early pregnancy diagnosis... 


new, 3-day oral test for pregnancy 
Pro-Duosterone’ 


50.00 
ethinyl estradiol 0.03 


safe... physiologic.. 


4 per tablet 


therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuostERoNE® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “‘no laboratory 
equipment, animals, or specimens are needed.”’! The 3-day, oral Pro-DuosTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
“Progesterone has no action whatsoever in the absence of estrogens.” 


Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 
1, Hayden, G.E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


Social determinants 
of public health 


practices* 


Rene J. Dubos, Ph.D. 


Rene J. Dubos, professor, 
Rockefeller Institute, New York 
City, is a microbiologist and 
experimental pathologist who 
first demonstrated the feasibility 
of obtaining germ-fighting drugs 
from microbes 20 years ago. He 
developed a rapid method for 
growing tubercle bacilli in sub- 
merged cultures, and conducted 
investigations on the mecha- 
nisms of acquired immunity as 
well as of natural susceptibility 
and resistance to infection. Doc- 
tor Dubos is an author and 
lecturer as well as a scientific 
investigator. 


RECOMMENDATIONS 


1. It is recommended that social work 
be incorporated into the venereal disease 
control program and that social evalua- 
tion and planning be made an integral 
part of the services offered teen-age pa- 
tients. 

2. Until the first recommendation can 
be implemented, all teen-age venereal 
disease patients and contacts should be 
interviewed by public health nurses to 
determine whether existing community 
services can be helpful to the patient 
and family. 

3. It is recommended that the health 
department work with the welfare coun- 
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cil and other appropriate agencies to de- 
velop services to help the teen-age prom- 
iscuous and venereal disease patients 
make better use of training facilities and 
employment opportunities, especially for 
school drop-outs. 

4. It is recommended that the health 
department work with the schools to de- 
termine whether its family life education 
program can assist teen-agers to dispel 
confusions and fears about venereal dis- 
ease that were observed in patients. 

5. It is recommended that the health 
department initiate contact with other 
appropriate agencies to discuss the possi- 
bility of establishing a group work pro- 
gram to assist mothers with problems of 
parental supervision. 


The hope for perfect health in a medical 
utopia is like a mirage always receding 
into the future. Workers in the field of 
public health face a peculiar intellectual 
dilemma. On the one hand, they are 
professionally committed to the doctrine 
that it is possible to create a world free 
of disease. On the other, experiences 
teach them that as soon as one disease 
is rooted out, another one springs up to 
take its place. Lest these statements ap- 
pear sibyllic or facetious, allow me to 
substantiate them with a few historical 
documents. 

The late Dr. Hermann M. Biggs, for- 
mer New York State Health Commis- 
sioner, said half a century ago: “Public 
health is purchasable. Within natural 
limitations any community can determine 
its own death rate.” All over the world 
public organizations concerned with the 
control of disease have aligned them- 
selves with Biggs’ optimistic philosophy. 
Their operations are predicated on the 
*Reprinted by permission of Dr. Dubos and 
Health News from Health News, published by 


the New York State Department of Health, 
August 1961. 
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ATIENTS WITH SEVERE URINARY PAIN WANT RELIEF NOW 


Two Pyridium tablets t.i.d. relieve the pain 
of urinary infection in only 30 minutes. Dur- 
ing the first 3 to 4 days of therapy, Pyridium, 
prescribed along with any antibacterial of 
your choice, will make your patient comfort- 
able until the antibacterial reduces inflam- 
mation and controls the infection. 


PYRIDIUM 


brand of phenazopyridine HCl 


AVERAGE Dose: Adults—2 tablets t.i.d. Children 9 to 
12 —1 tablet t.i.d. suppiiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- 
traindicated in patients with ee 


renal insufficiency and/or severe 
MORRIS PLAINS, 


hepatitis. Full dosage information, 
available on request, should be 
consulted before initiating therapy. 
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when menstrual cramps disrupt her schedule 


myo- -vascular relaxant 


/ 
acts directly on the myometrium 
to relieve painful uterine spasm 
or hypermotility 
In a double-blind study,! 79 per cent of the 


patients treated with VASODILAN were 
relieved of severe menstrual pain. 


VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 


There are no contraindications to the use of 
VASODILAN with other therapies.” 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Isoxsuprine hydrochloride, Mead Johnson 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 
tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. : 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ce.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. arenes 
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: if itis 
a muscleitis or 
bursitis 

itis 
Sigmagen’ 
responsive 


For six years in the vast muscle-itis and bursitis 
areas where analgesics fail to provide adequate 
relief, SiGMAGEN has offered greater certainty of 
clinical success. 

SIGMAGEN provides a cor'servative, in-between level 
of therapy — far more capable than analgesics, yet 
not approaching high steroid dosage levels. 

Your use of SicmaceEn will swiftly allay the pain and 
quiet the inflammatory processes in mild rheuma- 
toid arthritis, bursitis, myositis and fibrositis. 
Meticorten® (prednisone) 


the classic steroid therapy. 0.75 mg. 
Acetylsalicylic acid 

for anti-infl tory Igesic action.............. 325 mg. 
Aluminum hydroxide 

buffering for better toleration 75 mg. 
Ascorbic acid 

anti-stress SuppleMentation 20 mg. 


For complete details, consult latest Schering literature - 
available from your Schering Representative or Medical 
Department, Schering Corporation, Bloomfield, New Jersey. 
Bibliography: 1. Cohen, A., et al.: J.A.M.A. 165: 225, 1957. 
2. Spies, T.D., et al.: J.A.M.A. 159: 645, 1955. 3. Moravec, 
C.L. and Moravec, M.E.: Clin. Med. 7:2322, 1960. 4-387 


Sigmagen 


corticoid analgesic compound 
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four hundred milligrams of pure relief from pain 


The inherently unique analgesic/muscle relaxant properties of Analexin-400 point the way to its widespread 
use in orthopedic pain. Because Analexin-400 simultaneously raises the threshold of pain and produces 
muscle relaxation by selectively depressing polysynaptic transmission, it is more effective in relieving both 
pain and its disturbing sequel, tension. This dual action has obvious advantages in alleviating the primary 
pain syndrome or reducing pain during operation or physical therapy. 


Analexin-400 relieves pain with an effectiveness you would expect from codeine. Yet Analexin-400 is non- 
narcotic and not narcotic related, thus there is no danger of habituation or any other reaction associated 
with the use of narcotics. Nor will Analexin-400 produce sedation, mental confusion or depression occa- 
sionally observed with other analgesics or interneuronal blocking agents. 


INDICATIONS: PAIN FROM INJURY ;® ® TRAUMA;® BACK PAIN;? RUPTURED DISC;"® FRACTURES;® DISLOCATIONS 
AMPUTATIONS; MYOSITIS, RADIAL EPICONDYLITIS, TENOSYNOVITIS, BURSITIS OTHER ARTHRITIC CONDITIONS;".® 
POSTOPERATIVE PAIN." 2! 


400 MILLIGRAMS OF PHENYRAMIDOL HCI 


A new, non-narcotic analgesic dosage form whose only significant response is relief from pain. Dosage: One capsule at onset of 
pain, followed by 1 capsule at intervals of 1-4 hours, as needed. 
REFERENCES: From the Symposium, Recent Concepts of Pain and Analgesia, held in the Hall of States, American Hospital Association, Chicago, February 15, 1961. 1. Batterman, R. C.: 


Non-Narcotic Analgesia in Ambulatory Patients. 2. O'Dell, T. B.: Experimental Parameters in the Evaluation of Analgesics. 3. Miller, L. D.: Distribution, Excretion and Metabolic Fate of Pheny- 
ramidol. 4. Beisler, E.: Preliminary Report of Experience with Phenyramidol for Dental Analgesia. 5. Bader, G.: Preliminary Report on the Use of Analexin for Dy hea in Teleph Operators, 


6. Taylor, S. L.: Phenyramidol in General Hospital Orthopedics. 7. Bodi, T.: Pain Management Among Clinic O1 i 8. , J.: Experience of an Industrial Surgeon with Phenyramidol. 
9. Kast, E. C.: Methodological Considerations in the Clinical Evaluation of an Analgesic. 10. Collopy, C. T.: Preliminary Comparisons of Two Non-Narcotic Analgesic Agents in Hospitalized Ortho- 
pedic Patients. 11. Cass, L.J.: Report on the Analgesic and Calmative Effectiveness of Two Preparations on Patients with Acute and Chronic Pain. 12. Lamphier, T. A.: Intravenous Phenyramidol 
in the Management of Low Back Pain and Allied Disorders. 13. O'Dell, T. B.: Chicago Med. 63:9, 1961. 14. Kast, E. C.: Chicago Med. 63:17, 1961. 15. Wainer, A. S.: J. Am. M. Women's A. 
16:218, 1961. 16. Batterman, R. C.: Ann. New York Acad. Sc. 86:203, 1960. 17. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 18. O'Dell, T. B., ef a/.: J. Pharmacol. & Exper. Therap. 
128:65, 1960. 19. O'Dell, T. B., ef a/.: Fed. Proc. 18:1694, 1959. 20. Gray, A. P., ef a/.: J. Am. Chem. Soc. 81:4347, 1959. 21. Wainer, A. S.: Clin. Med. 7:2331, 1960. 22. Clinical data in files 
of Medical Dept., Irwin, Neisier & Co., 1959. 23. Batterman, R. C., ef a/.: Am. J. Med. Sc. 238:315, 1959. 
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Since May 11, Synalar Cream has cleared many 
previously intractable dermatoses. Have you 
evaluated it in your practice? 


On May 11, 1961, Synalar Cream was introduced to 
the medical profession as “a new' topical steroid, a 
new base, a new standard of effectiveness.” 


Clinical evidence since its introduction continues to 
point to its efficacy in speeding remission of many 
dermatoses previously resist- 


For a complimentary starter supply for three pa- 
tients, please use the coupon below. 


References: 1. Mills, J. S., et al.: J. Am. Chem. Soc. 
82:3399 (July 5) 1960. 2. Robinson, H. M., Jr.: 
A.M.A. Arch. Dermat. 83:149 (Jan.) 1961. 


Dosage and Administration: 


ant to other topical steroids. 
Robinson’ studied Synalar in 
149 patients with derma- 
toses usually seen in the der- 


New 5 Gm. Size 


Synalar (0.025%) Cream is 
for topical use only. A small 
amount should be applied 


ae lightly to the affected skin 
rn — ; ben- Now Available area two or three times daily, 
efited from Synalar therapy, ‘ ‘ ‘ 
only 12 perhaps lannteg Synalar is now available in an as needed. The cream should 


What accounts for Synalar 
performance? First, it has 40 
times the topical potency of 


economical 5 Gm. tube, in addi- 
tion to the original 15 Gm. tube. 


be massaged gently and 
thoroughly until it disap- 
pears. Since Synalar is in a 
water-washable, vanishing 


hydrocortisone. Second, a 
specially prepared cream 
base smooths on easily over inflamed lesions in spar- 
ing amounts. Proved non-sensitizing in repeated 
insult patch tests on 200 patients, this water-wash- 
able base is odorless, non-staining, and cosmetically 
acceptable even to the fussiest patient. 


If you have not already done so, Syntex invites you 
to make your own Synalar evaluation. 


1. Select three of your most stubborn cases—derma- 
toses refractory to previous topical steroid ther- 
apy or hitherto responsive only to the systemic 
corticosteroids. 

2. Treat them with Synalar Cream for two weeks. 

3. Judge the results. 


sym 


0.025£ fluocinolone acetonide, Syntex 


cream base, it is easily ap- 
plied and leaves no traces. 
Synalar may be used over long periods of time in 
specific conditions when deemed necessary. 


Precautions: Synalar Cream is virtually non-sensi- 
tizing and non-irritating. If idiosyncrasies are en- 
countered, Synalar should be discontinued and 
appropriate steps taken. In areas of infection, con- 
comitant antibacterial therapy may be indicated. In 
some instances, when an emollient effect is desired, 
dilution of the cream with equal parts of hydro- 
genated vegetable oil or petrolatum makes it more 
acceptable and effective. 


Supplied: 15 Gm. collapsible tubes. Available on 
prescription only. 


alar 


Name (please print) 
Address 

City & State 

Field of practi 


Medical Department, Syntex Laboratories, Inc. 
10 East 40th Street, New York 16, N. Y. 
Please send me starter doses of Synalar Cream. 
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inhibition of sperm 
migration is the point of 
importance 
minora. CONtraceptive chemical 
| which is used without 
a diaphragm.” 


I SEA -Jel 


simple, effective mare control 


the viable, highly motile 
sperm becomes non- 

reproductive the instant without an occlusive device 

it contacts the outer rim 


of the IMMOLIN 


Cream-Jel matrix. 


Low pregnancy rates obtained'* with IMMOLIN Vaginal 
Cream-Jel as sole contraceptive. No failures occurred in 311 

7 ji ay patient-months in a clinical study still under way.? Recent digest of 
L, four other interim studies (over 1800 patient-months) reports 
only 3 pregnancies due to product failure.* Two completed studies 
(5146 patient-months) reveal the extremely low pregnancy rates 

of 2.01* and 3.2! per hundred woman-years of exposure. 


“There has been good [patient] acceptance...’ 
IMMOLIN’s dry consistency eliminates the usual complaints of 
overlubrication. IMMOLIN stays put, won’t leak; it is non-messy, 
snowy-white and completely odorless. These advantages, plus 
simplicity of application, enhance motivation for consistent use. 


A aa ad D Supplied: #900 Package—75 gram tube with improved measured-dose 


applicator and attractive zippered plastic case. 
is trapped inside the | *905 Package— 75 gram tube only. 
IMMOLIN Cream-Jel References: 1. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 


—the dead sperm 


78:657 (Sept.) 1959. 2. Marcus, S.: J. Am. M. Women’s A. 16:383 (May) 1961. 
3. Schmid Gynecologic Notes, a digest of interim clinical studies, Vol. 1, No. 1, October, 
1960. 4. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


matrix. 


JULIUS SCHMID, INC. 423 West ssth Street, New York 19, N. Y. 
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the 0.R. PACK of 
“VASELINE’? STERILE PETROLATUM GAUZE 


assures aseptic application 


3x18 INCH 


The O. R. Pack of ‘Vaseline’ Sterile Petrolatum Gauze is specifically designed to provide accident- 
proof protection to the sterile dressing or packing during application. The peel-off, germproof paper 
envelope maintains the presterilized condition of the enclosed foil envelope or plastic tube. Any possi- 
bility of accidentally contaminating the dressing or packing by contact with an unsterile outer surface 
or edge of the foil envelope or plastic tube is thus eliminated. 

The O. R. Pack is available in all six sizes of ‘Vaseline’ Sterile Petrolatum Gauze. 
PROFESSIONAL PRODUCTS DIVISION * CHESEBROUGH-POND’S INC. * NEW YORK 17, N. Y. 


Vaseline® is a registered trademark of Chesebrough-Pond’s Inc. 
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speaking of FINE PRODUCTS, remember 


the bowel NORMALIZERS of choice... 


stool without trauma and with a minimum of peri-anal soiling. 
Taken before meals in water, Konsyl helps to depress appetite. 


Safe, effective, economical. 


Made by BURTON, PARSONS & COMPANY, Since /932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. f 

\ 


with constipation or non-specific diarrhea 


Pure hemicelluloses, completely calorie-free, producing a 

{ } soft-formed bulk of ideal consistency to stimulate normal 
peristalsis and thus precipitate easy passage of a bland 


KONSYL 


for the obese patient 


L.A.FORMULA 


for the thin, finicky patient 
with constipation or non-specific diarrhea 


Pure hemicelluloses, ultra-pulverized to unique particle size 
and simultaneously dispersed in highest-grade lactose and 
dextrose to insure unsurpassed palatability, likewise acting to 
precipitate easy passage of soft formed stools for maximum 
relief of abnormal bowel function. 


Taken in water or milk, L. A. Formula makes 
a velvety smooth mixture. Taken in citrus 
fruit juice, it is undetectable. 


Safe, effective, economical. 


hope that it is within human power to 
create conditions conducive to a general 
state of health in the community at 
large. Implicit in this hope is the belief 
that generalized medical care will even- 
tually become self-limiting. 

In 1942, The Beveridge Report on 
Social Insurance and Allied Services, 
which prepared the ground for the Na- 
tional Health Service in Great Britain, 
estimated the cost of a comprehensive 
health service in that country at 170,- 
000,000 pounds. It was predicted in the 
Report that the development of the health 
program and the consequent reduction 
in need would cancel out, leaving the 
cost unchanged in 1965. Within six 
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months after the inception of the pro- 
gram, a member of Parliament, Mr. Ian 
Mikardo, assured his readers in the Daily 
Mail: “The Health and National Insur- 
ance Services have settled down and are 
making us a healthy and unworried 
people.” Similar Utopian views of uni- 
versal health through the eradication of 
disease are widely held all over the 
world today. 

Even greater hopes are being fostered 
by the explosion of scientific knowledge. 
In fact, several distinguished philoso- 
phers of medicine believe that the time 
has come to raise the level of sight con- 
cerning health and to regard it as a 
positive attribute—as a kind of primeval 


euphoria which would enable men to take 
advantage of all their physiological re- 
sources as well as of their emotional 
potentialities. Postitive health is defined 
by the World Health Organization as “a 
state of complete physical, mental, and 
social well-being and not merely the 
absence of disease or infirmity.” 

In practice, however, public health 
workers know that the positive health 
evoked by the WHO definition is at best 
a mirage that can never be reached, and 
perhaps nothing more than a will-o’-the- 
wisp that may lead its followers into 
the swamps of unreality. Each period and 
each civilization in the past has been 
characterized by a certain pattern of 
disease determined by the physical and 
social environment. 


CHANGING PATTERNS OF DISEASE 


Whereas water pollution used to be re- 
sponsible for much disease among our 
ancestors, air pollution is taking its place. 
Chemical fumes from factories and ex- 
hausts from motor cars are causing a 
variety of pathological disorders that bid 
fair to continue increasing in frequency 
and gravity. There is reason to believe 
that various types of radiations will soon 
add their long-range effects to this pa- 
thology of the future. 

During recent decades, we have gone 
far toward controlling microbial spoilage 
of food but we are beginning to recognize 
that the new synthetic products which 
have become part and parcel of modern 
life can elicit an endless variety of toxic 
and allergic effects. 

The vitamin and other nutritional de- 
ficiencies have now become rare. In their 
place, other forms of malnutrition are 
arising from the fact that the nutritional 
regimens formulated for physically active 
human beings are no longer suited to the 
automobile-borne and air-conditioned life 
in the twentieth century. 

In the past the labor classes suffered 
from physical exhaustion. Today labor- 
saving devices and especially automation 
threaten to generate a type of psychiatric 
disturbances that will greatly complicate 
the medicine of tomorrow; boredom is 
replacing fatigue. 

Who could have dreamed a generation 
ago that hypervitaminosis would become 
a common form of nutritional disease in 
the Western World; that the cigarette 
industry, air pollutants, and the use of 
radiations would be held responsible for 
the increase in certain types of cancer; 
that the introductidn of detergents and 
various synthetics would increase the in- 
cidence of allergies; that advances in 
chemotherapy and other therapeutic pro- 
cedures would create a new staphylo- 
coccus pathology; that alcoholics and 
patients with various forms of iatrogenic 
disease would occupy such a large num- 
ber of beds in the modern hospital; that 
an eminent British epidemiologist would 
refer to some maladies of our times as 
“pathology of inactivity” and “occupa- 


| 
may 
\ 
\ 
| | 
| ars 
| {/ 
AR 
/ _ ay 


allergy-free 
for 
months 


with a one week course of daily injections 
regardless of the offending allergens 


Anergex—one injection daily for 6 to 8 days—usually 
provides prompt relief that persists for months, re- 
gardless of the offending allergens or the symptoms 
present. This allergy-free state can be maintained by 
occasional booster doses, if indicated. ; 

Anergex—a specially prepared botanical extract—is 
nonspecific in action; it eliminates skin testing and 
long drawn-out desensitizing procedures—a single 
one-week course of daily injections is usually adequate. 


Marked improvement or complete relief was obtained 
in over 70% of more than 5,000 patients*. 


Effective in seasonal and nonseasonal rhinitis (pollens, dust, 
dander, molds, foods); allergic asthma; asthmatic bronchitis in 
children; eczema; food sensitivities. Anergex seems more effec- 
tive if given during exposure to the offending allergens, or when 
the patient has symptoms. 


Available: Vials of 8 ml.—one average treatment course. Each 
ml. contains 40 mg. specially prepared extractives of the Toxi- 
codendron quercifolium plant. 


*WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 
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in respiratory disease 


a selective respiratory stimulan: 


before therapy 


these patient-complaints... 


fatigue 

somnolence 
drowsiness 

lethargy 

mental confusion 
irritability 
personality changes 
muscle weakness 


nett 


in these clinical situations... 


@ Frequent or refractory upper respiratory 
infectious or allergic disorders ™ Chronic 
bronchitis ™ “Heavy smoker’s syndrome” @ 
Geriatric respiratory involvement ™ Cardio- 
pulmonary disease (cor pulmonale) ™ Chest 
cage abnormalities ® Long exposure to occu- 
pational irritants; smog 


NOTE: EMIVAN VENTILATES. The effectiveness of EMIVAN is dependent upon a patent airway. 
Therefore, bronchodilators, corticosteroids, antimicrobials and wetting agents, and in severe cases, tracheal 
aspiration, if needed, should be employed as required to treat the underlying pulmonary disorder. 

DOSAGE: To initiate therapy, 1 or 2 EMIVAN Tablets t.i.d. (Consult product brochure for complete dosage, admin- 
istration, side effects, precautions and contraindications). ™ SUPPLIED: EMIVAN Tablets (uncoated providing 20 


mg. vanillic diethylamide), bottles of 100 and 1000. 


— 


NEW... EMIVAN 


brand of ethamivan 


ior treatment of symptoms of CO, accumulation 


4 


with Emivan 


may be the and can be 

result of CO, accumulation... alleviated safely with EMIVAN 
Consider that their specific complaints may be the EMIVAN selectively stimulates the 

consequences of CO: retention (hypercapnia) and medullary respiratory center to increase the 
secondary reduced oxygen saturation (hypoxia) depth of breathing and (to a lesser extent) 

due to hypoventilation. the rate of breathing . . . without cardio- 


vascular side effects, neurological damage, 
or secondary post-stimulatory depression. 


severely depressed patient (when due to depressant 
overdosage or severe pulmonary involvement) : 
INTRAVENOUS EMIVAN, can be life-saving 


U.S. VITAMIN & PHARMACEUTICAL CORP. 


Arlington-Funk Laboratories, division 
800 Second Ave., New York 17, N.Y. 


f For the emergency treatment of the comatose or 
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STEROIDS: FAR FROM ROUTINE THERAPY IN 
RHEUMATOID ARTHRITIS. “... it would now appear 
that the steroids should be employed infrequently in 
rheumatoid arthritis, and, when used, long-continued 
therapy should be avoided and the dosage reduced to 


the lowest possible level.”’ [New and Nonofficial Drugs 1961, 
Philadelphia, J. B. Lippincott Co., 1961, p. 598.] 


PLAQUENIL: EFFECTIVE LONG-TERM THERAPY 

THAT SPARES STEROIDS. Many physicians are now 

evaluating Plaquenil, the non-steroid antirheumatic 

Of choice. Quite simply, Plaquenil pro- 
in rheumatoid arthritis vides conservative, safer, long-range 
management of rheumatoid 

IS THIS THE KR A arthritis. While the steroids 
often result in dramatic short- 

‘ term improvement, Plaquenil affords 

0) STEROID a more practical, lasting solution to 
the long-term problems of this long- 


term disease, and makes it possible 


DISENCH ANT- to utilize steroids sparingly. 
C) This is how: Full steroid dosage 


may be necessary only during the “latent” period 
MENT ? of Plaquenil’s cumulative action. Since two to 
2 four weeks may elapse before Plaquenil-treated pa- 
tients experience subjective improvement, and six to 
twelve weeks before objective benefits are noted, it is 
advisable to maintain adequate steroid dosage when 
indicated—but only when indicated—during this time. 
Thereafter, as Plaquenil exerts greater therapeutic ef- 
fects, steroid dosage may be reduced gradually. Sali- 
cylates too may be withdrawn as the need for adjunc- 
tive analgesia is diminished. 0 The rheumatoid 
arthritic patient is then continued on Plaquenil; gener- 
ally, no additional medication is required. Once im- 
provement has been achieved, it can usually be 
maintained, since Plaquenil is the best tolerated of 
the 4-aminoquinoline compounds used in rheuma- 

toid arthritis. 
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MAJOR IMPROVEMENT IN 60 TO 83 PER CENT 
OF PATIENTS. Clinical experience has shown that 
after six to twelve months of continuous administra- 
tion, Plaquenil causes major improvement in 60 to 83 
per cent of patients: subsidence of the active inflam- 
matory process, diminution of joint effusion, slow fall 
in sedimentation rate, gradual rise in hemoglobin, 
relief of pain and tenderness, increased mobility, im- 
provement in muscle strength, increase in finger dex- 
terity, improvement in flexion deformities, diminution 
or disappearance of swellings and rheumatic nodules. 
There is a low incidence of major relapse following 
attainment of maximum improvement. 0 Plaquenil 
sulfate, 200 mg. tablets. Initial dose: 2 or 3 tablets 
daily. Maintenance dose: | or 2 tablets daily. Write for 
booklet containing complete clinical experience, side 
effects, precautions, etc. 0 When the patient also re- 
quires analgesia, Plaquenil with aspirin is available as 
Planolar 60 mg: with — 300 


4 


. is not a steroid 
.. provides conservative therapy 
. affords lasting benefits 
... Spares steroids 
...is generally well tolerated 
PLAQUENIL ... acts cumulatively oe 
... reduces need for steroids 
... reduces need for analgesics 
... works in conjunction with both 


steroids and aspirin 60 
PLAQUENIL .. major improvement [ Va 
60 to 83 per cent of patients =| 


.-. fesults in a low incidence of 


SULFATE 
NON-STEROID ANTIRHEUMATIC FOR SAFE, LONG-TERM THERAPY 


e 
LABORATORIES 
New York 18, N. Y. 


Plaquenil (brand of hydroxychloroquine), trademark reg. U. S. Pat. Off. Planolar, trademark. 
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pathogens 


susceptible 


RAPID RESPONSE —Tao provides a 
rapid and decisive response in a wide range 
of common bacterial infections due to many 
Gram-positive and some Gram-negative bac- 
teria. And after four years of clinical experi- 
ence, Tao continues to be effective against 
many resistant staphylococci. That’s why 


YOU CAN COUNT ON 


triacetyloleandomycin 
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TAO \ \ 
TAO \ TAO \ TAO 
IN VIVO *IN VITRO \ *DEMONSTRATED IN‘ = *DEMONSTRATED IN 
ACTIVITY ACTIVITY REPORTED LIMITED REPORTS \ PROTECTIVE STUDIES 

Staphylococci Meningococci \ Klebsiella \_ Rickettsia 
. Streptococci Listeria monocytogenes pneumoniae Psittacosis virus 
O Pneumococci Erysipelothrix rhusiopathiae Ps. aeruginosa Lymphogranuloma . 
re) Gonococci . Corynebacterium diphtheriae H.catarrhalis inguinale virus 
H. influenzae Clostridium species \ \ Protozoa 
Bacillus subtilis (notably amebae) 
< Bacillus anthracis \ 
Brucella species \ \ 
\ 
\ 

\ 

\ 


these busy pathogens 
often cause these 
commonly seen infections 


INFECTIONS 


otitis media - acute URI + sinusitis + tonsillitis - pharyngitis - laryngitis - bronchitis + 
lobar & bronchopneumonia « bronchiectasis - lung abscess « furuncles « otitis externa 
* carbuncles - impetigo contagiosa « ecthyma + acnevulgaris + infected cysts + 
abscesses - infected contact dermatitis - infected eczema + other pyoderma - cellu- 
litis + infected traumatic or surgical ulcers and wounds «+ pyelonephritis - pyelitis ° 
ureteritis + cystitis « urethritis (including acute gonococcal) « acute salpingitis - endo- 
metritis bartholinitis « osteomyelitis staphylococcal enterocolitis septic arthritis 


*These reports of antimicrobial activity represent experimental data and are 
not considered to be clinical indications for the use of triacetyloleandomycin. 


A FOUR YEAR RECORD OF 


SAFETY — Tao is exceptionally well tol- 
erated. No serious toxic reactions have been 
encountered in the recommended dosage. Aller- 
gic reactions are infrequent and seldom se- 
vere. Available as Tao Capsules, 250 and 
125 mg.; Ready Mixed Oral Suspension, 125 
mg. per 5 cc.; Pediatric Drops, 100 mg. per 
cc. of reconstituted liquid; Intramuscular or 
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Intravenous, as oleandomycin phosphate. 
Usual adult dose: 250 to 500 mg., four times 
daily, depending on severity of infection. 
Usual pediatric dose: 3 to 5 mg./lb. body 


weight every 6 hours. 

NEW, TASTY TAO ORAL SUSPENSION 
Ready Mixed * Raspberry Flavored + For Pediatric Use 
And for nutritional support VITERRA® Vitamins and Minerals 
formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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NN. a quiet little revolution 


INFLAMMATORY NEURITIS used to take three to 
six weeks for recovery. However, life was seldom 
threatened, recovery was all but certain and no 
headlines were made when published studies in- 
dicated that Protamide could usually reduce these 
weeks to as many days. 

Nevertheless a quiet revolution has taken place 
in this small province of medicine. Protamide is 
not indicated in mechanical nerve trauma. But 
when the nerve root is inflamed as, typically, after 
a virus infection or in herpes zoster, Protamide 
may be considered as the treatment of choice.'~‘ 
START PROTAMIDE EARLY — When treatment is 
begun within a week after onset of symptoms, two 
or three injections of Protamide bring not only 
relief from pain but prompt recovery in almost all 
patients. In cases not seen early, therapy must of 


necessity be longer. 


protein therapy. 


muscular injection. 


PROTAMIDE®—an exclusive colloidal solution of 
processed and denatured enzyme—is not foreign 


Boxes of 10 ampuls, 1.3 cc. each, for intra- 


FOR DETAILED INFORMATION WRITE MEDICAL DEPARTMENT OF 


©fherman Léboralories 


DETROIT 11, MICHIGAN 


1. Baker, A. G.: Med. J. 63:697 (May) 1960. G. S.: Arch. 
62:381 (Sept.) 1959. 3. Smith, R. T.: Med. Clin. N. 
H. W.; Lehrer, H. G., and Lehrer, D. R.: Northw. (Nov. 


mer. (Mar.) 1957. 4, 
.) 1955. 


tional hazards of sedentary and light 
work.” 

The pattern of disease characteristic of 
a given place at a given time is, of course, 
an expression of the response of man to 
his total environment—physical, biologi- 
cal, and social. Most diseases result from 
failures of adaptation of the body and 
the mind to the various stresses of life. 

In the past, man had to depend for 
survival on his adaptive potentialities, 
genetic and physiological. Increasingly 
now, he supplements these innate adap- 
tive powers of resistance with medical 
and public health practices. For example, 
vaccination against infectious diseases can 
be regarded as a scientifically defined 
and controlled method of exploiting the 
adaptive powers of the body. 
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More and more, however, man _ has 
come to depend on control of his en- 
vironment instead of on his ability to 
use spontaneous or directed changes in 
his own nature. The enormous improve- 
ments in health that have occurred dur- 
ing the past 100 years are to a very large 
extent the result of such factors as en- 
vironmental changes, better nutrition and 
sanitation, more adequate housing and 
clothing, less exacting industrial work 
under improved factory conditions. The 
general public, and indeed many medical 
scientists, tend to forget the scientific 
origin of many of these improvements 
because changes for the better are now 
identified with what is called “high 
standard of living.” Yet, awareness of 
this scientific origin is important because 


it helps in appreciating the fact that 
rational control of the environment has 
been and will be the most efficient man- 
ner to improve public health. 


RATE OF FUTURE PROGRESS 


While it is certain that progress in health 
can still be expected from further im- 
provements in the standard of living, 
there is reason to believe that the rate 
of progress will be slower in the future 
than it has been during the past few 
decades. The achievements during the 
late nineteenth and early twentieth cen- 
turies were so rapid and so great because 
they dealt with factors of the environ- 
ment which were fairly easy to control. 
Unfortunately, other factors that cannot 
be so readily controlled are likely to 
acquire increasing importance as human 
life becomes more dependent on modern 
technology. I shall briefly consider these 
factors under two arbitrary headings: 
(a) those that arise from characteristics 
built into the hereditary fabric of man; 
(b) those that are the expression of 
unpredictable natural forces and the un- 
predictable effects of technological civili- 
zation. 

All living things exhibit cyclical varia- 
tions of their various activities. Thus, it 
has been shown that secretion of certain 
hormones, or the metabolism of fats and 
sugar, varies profoundly from one season 
to the other even when the conditions 
of temperature and the supply of food 
are kept constant. Similarly there are 
daily cycles in hormonal activity, in 
electrolyte excretion, and in body tem- 
perature. Although these cycles have been 
studied chiefly in experimental animals, 
there are convincing observations demon- 
strating that they occur also in man. In 
fact, it seems safe to predict that an 
increasing number of essential biological 
activities will be found to be linked in 
some way to the natural forces operating 
in the universe. 


BIOLOGICAL CYCLES 


It is a characteristic of biological cycles 
that they continue to operate even when 
the individual is placed under totally dif- 
ferent conditions; in other words, they 
behave as if they were the expression of 
some property built into the cellular fab- 
ric. For example, the daily temperature 
cycle of the body, with a low at night 
and a high in the afternoon, remains 
evident for several days after the indi- 
vidual has been transferred to an environ- 
ment where the hours of light are arti- 
ficially reversed. . 

Likewise, the level of urinary excretion 
of steroid hormones normally has a daily 
cycle with a minimum at night. When a 
person moves by airplane from America 
to Asia, this cycle continues but with the 
minimum during the day. The hormonal 
disturbance caused by the change of 
latitude lasts for several days during 
which the person is out of phase with 
the environment. However, this condition 
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Sinusitis 


controls inflammation and edema in respiratory tract disorders ' 


Chymoral reduces inflammation and edema of the 
nasal and sinal mucosa,':? thereby relieving engorge- 
ment of nasai turbinates and encouraging free drain- 
age. By suppressing inflammatory reaction of bron- 
chiolar tissue, Chymoral acts to liquefy thickened 
bronchial secretions and affords easier expectoration 
of mucus plugs. Taub? obtained very satisfactory con- 
trol of congestive symptoms in a series of 48 bron- 
chial asthma patients. Another group, with chronic 
diffuse obstructive emphysema, were afforded excel- 
lent relief.' Clinically, patients have said that they 
are not so short winded. Their endurance is better 
and they can expectorate more easily without the 
severe racking cough. 


1. Clinical reports to the Medical Department, Armour Pharmaceutical 
Company, 1960. 2. Billow, B. W., et a/.: Southwestern Med. 47:286, 1960. 
3. Taub, S. J.: Clin. Med. 7:2575, 1960. 4. Teitel, L. H., ef a/.: Indust. Med. 
29:150, 1960. 


CHYMORAL 


> Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
: cifically formulated for intestinal absorption. Each tablet pro- 
+ vides ic activity, equivalent to 50,000 Armour Units, 
* supplied by a purified concentrate which has specific trypsin 
* and chymotrypsin activity in a ratio of approximately six to 
> one. ACTION: Reduces inflammation of all types; reduces and 
* prevents edema except that of cardiac ar renal origin; hastens 
+ absorption of blood and lymph extravasates; helps to liquefy 
* thick tenacious mucous secretions; improves regional circula- 
+ tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
: is indicated in respiratory conditions such as asthma, bron- 
*  chitis, rhinitis, sinusitis, in accidental trauma to speed absorp- 
+ tion of hematoma, bruises, and « ; in inflammatory 
dermatoses to if acute infil t in conjunction 
+ with standard therapies; in gynecologic conditions such as 
: pelvic inflammatory disease and mastitis, in obstetrics as 
* episiotomies and breast engorgement; in surgical procedures 
+ as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
* tomies, phlebitis and thrombophlebitis; in genit y_ dis- 
* orders as epididymitis, orchitis and prostatitis; in dental and 
> Oral surgery as fractures of the mandible or maxilla, difficult 
: or multiple extractions, and alveolectomies. CONTRAINDICA- 
+ TIONS: None known. INCOMPATIBILITIES: None known. 
* Antibiotics as well as generally accepted measures may be 
+ coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
> encountered. DOSAGE: Recommended initial dose is two 
* tablets q.i.d.; one tablet q.id. for maintenance. SUPPLIED: 
+ Bottles of 48 and 250 tablets. 
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JUST AS A REMINDER ; 


is not permanent. After approximately 
one week, the person comes into phase 
with his new environment, the physio- 
logical functions having become progres- 
sively linked to the local hours of light 
and darkness whether these be deter- 
mined by artificial illumination or by the 
latitude to the place. 

Thus, biological cycles depend on some 
characteristics peculiar to the organism 
but they also exhibit adaptive responses 
to the environment. This interplay be- 
tween the innate nature of the organism 
and the environment focuses attention 
on an aspect of modern life which has 
been neglected by medical science. At 
an ever-increasing rate, man is being 
separated from the environmental forces 
among which he has evolved. He has 
hardly any occasion to experience the 
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impact of regular seasonal variations; he 
carries his day into the night or vice 
versa; he moves by jet in a few hours 
from one climate and one latitude or 
longitude to another. The fact that the 
production of eggs by chickens can be 
readily increased by artificial light and 
also prolonged throughout the year, is 
evidence of the profound alterations in 
normal physiological rhythms that can 
be caused by manipulating the environ- 
ment. There is no doubt that the tech- 
nological innovations of modern life have 
profound effects also on human physi- 
ology. It would not be surprising if some 
of these effects played a role in the 
diseases of civilization. 

At first sight, the effect of physical 
factors of the environment appear simpler 
and better understood. For example, the 


influence of weather conditions on health 
can be explained in large part by the 
fact that heat and humidity affect the 
survival and spread of infective agents 
and their vectors. However, there is good 
reason to believe that bioclimatology in- 
volves other biological effects which are 
more subtle and probably as important. 
Weather fronts and winds like the foehn 
of Central Europe or the chinook of the 
Rocky Mountain region seem to affect 
health and behavior through mechanisms 
that are not understood and should be 
more extensively studied. Very probably 
man responds to many atmospheric fac- 
tors other than those usually recognized, 
for example, ionized air particles. 

The study of air pollutants has recent- 
ly revealed the deleterious effects of a 
variety of substances commonly present 
in the atmosphere. It has long been 
known that the air in certain urban areas 
contains enough SO, and free hydro- 
chloric or sulfuric acids to cause irrita- 
tion of the mucous membranes. It is 
only during recent years, however, that 
ozone and peroxides, as produced in the 
Los Angeles type of smog, and the nitro- 
gen oxides released from cigarettes and 
from automobile exhausts have been 
recognized also to have irritating effects. 
The various carcinogenic agents that con- 
taminate the air, from benzpyrene to 
ionizing radiations, can be expected to 
increase in variety and concentration as 
the world becomes more completely in- 
dustrialized. 


MAN’S RESPONSE TO ENVIRONMENT 


Although environmental factors can have 
direct pathological effects, the more com- 
mon situation is that disease and in- 
capacity arise from the response of the 
body or the mind to the noxious forces. 
In other words, disease is usually a 
reaction to, rather than a direct effect 
of, the adverse stimulus. Since human 
beings differ with regard to their genetic 
equipment and to their past experience 
with, and conditioning by, environmental 
forces, it follows that the effects of the 
environment vary from one individual to 
the other. Furthermore, it is well-known 
that man responds not only to stimuli 
themselves but also to their symbols. 
Disease patterns are determined not 
only by the intrinsic properties of the 
noxae but also by the symbolic meaning 
that they have for each particular indi- 
vidual. Thus, all the forces of the en- 
vironment—physical, biological, and so- 
cial—become enmeshed in an extremely 
complex manner to act as direct and 
indirect agents of disease. In theory the 
science of public health cannot ignore the 
interrelatedness of the multiple aspects of 
human life. In practice, however, it must 
focus its attention on the etiological de- 
terminants that it can manipulate lest 
effectiveness of action be sacrificed on 
the altar of complete understanding. 


ECONOMIC FACTORS 


There are limitations imposed on rational 
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@ In treating refractory, chronic conditions, 
VARIDASE therapy gives added impetus to 
recovery. In common, self-limiting conditions, 
VARIDASE provides an easier convalescence 
with faster return to constructive living. This 
can be of major importance even to the pa- 
tient with a “minor” condition. © VARIDASE 
Buccal Tablets are indicated to control in- 
flammation following trauma or surgical 
procedures, and in suppurative or inflamma- 
tory lesions of subcutaneous and deep tissues. 
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buccal tablets 


‘Normal’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery—put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation, 


® Precautions: VARIDASE has no adverse 
effect on normal blood clotting. Care should be 
taken in patients on anticoagulants or with a defi- 
cient coagulation mechanism. When infection is 
present, VARIDASE Buccal Tablets should be 
given in conjunction with antibiotics. 

© Dosage: One buccal tablet four times daily 
usually for five days. To facilitate absorption, 
patient should delay swallowing saliva. 

© Supplied: Each tablet contains 10,000 Units 


Streptokinase, 2,500 Units Streptodornase. Boxes 
of 24 and 100 Tablets. 
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for the diarrheal attack 
effective—eradicates enteric bacterial pathogens 
selective—does not eradicate the normal intestinal flora 


LIQUID 


brand of furazolidone 


New, convenient prescription size: bottle of 2 oz. Also: bottle of 16 oz. 


m Exceptionally broad bactericidal range includes species and strains now resistant to 
other antimicrobials m Virtually nontoxic @ Does not encourage monilial or staphy- 
lococcal overgrowth @ Has not induced significant bacterial resistance m Dosage may 
be found in your PDR. 


Furoxone Ligum is a pleasant orange-mint flavored suspension containing FUROXONE 


50 mg. per 15 cc., with kaolin and pectin. 
1. Mintz, A. A.: Antibiot. Med. 7:481, 1960. 
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in long-term administration, as in Arthritis, 
when aspirin combined with an antacid 1s desired: 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX ®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. ' 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 
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in severe drug and food sensitivity... 
rapid relief and control 
of symptoms on short-term 
therapy with Decadron® 


Brief treatment with Decapron—orally or parenterally—can provide rapid and effective control of allergic emergencies and acute allergic 
disorders such as reactions to foods, drugs, plants, weeds, and animals. In 40 patients given Injection DEcADRON Phosphate, “subjective 
improvement was often noticed within one hour and objective improvement recorded within four hours.”' Therapeutic doses of 
steroids may help prevent recurrences of severe allergic states, without interfering with desensitization or other immunity procedures.” 


Before prescribing or administering DecapRoN, the physician should consult the detailed information on use accompanying the package or available on request. 

References: 1. Grater, W. C.: Southern M. J. 53:1144, 1960. 2. Feinberg, S. M.: Med. Sci. 6:(No. 3)181, 1959. 

Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon -shaped tablets in bottles of 100 and 1000. As Injection DecapRon Phosphate in 5 cc. vials, each cc. containing 4 mg. of dexamethasone 21- phosphate as 
the disodiam salt; inactive ingredients: 8 mg. creatinine, 10 mg. sodium citrate; sodium hydroxide toe pl 7.8, and water for injection q.s. 1 cc.; preservatives: 0.32 per cent sodium bisulfite and 0.5 per cent 
phenol. Decanron is a trademark of Merck & Co., Inc. 


Oo) MERCK SHARP & DOHME DECADRON: Recommended dosage schedule in the treatment of drug and food sensitivity reactions 
Division of Merck & Co., inc., West Point, Pa. 


time amount administration 


ist day | one to two cc. (4 to 8 mg.) repeated as necessary (In substituting tablet therapy, give the first 
Injection DECADRON Phosphate} oral dose four or five hours before the final parenteral dese.) 

intramuscular 
2nd day | two 0.75 mg. Tablets Decapron b.i.d. 


3rd day | two 0.75 mg. Tablets DECADRON b.i.d. 


4th day | one 0.75 mg. Tablet Decapron b.i.d. 
: Sth day | one 0.75 mg. Tablet Decapron per day 
e 6th day | one 0.75 mg. Tablet Decapron per day 
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public health policies by social and eco- 
nomic factors. Some of these limitations 
are well-known and come simply from 
the failure of scientists to communicate 
effectively with the public. Less well- 
recognized is the fact that there are 
certain socioeconomic factors, as well as 
ethical considerations, which make it 
difficult to convert scientific knowledge 
into practical policies and which may 
paralyze medical action. 

Until a very few decades ago, the 
number of really effective measures at 
the disposal of the physician and public 
health officer was exceedingly small. Al- 
most everything that was known could 
be applied and there never was any 
problem of choice. Furthermore, most 
of the techniques available had a limited 
effectiveness and usually affected only 
limited numbers of persons. 

In contrast, medical science is now 
creating highly effective modes of action 
at an ever-increasing rate. These are so 
numerous that they cannot all be applied 
simultaneously and so powerful that they 
may affect not only the entire life of 
the individual but also the welfare of 
the whole community, indeed the very 
future of the human race. An entirely 
new situation is thus arising, on the one 
hand, from the need to make choices 
among all the actions that could be taken 
and, on the other, from the fact that 
some public health procedures have great 
and lasting consequences. This situation 
creates difficult ethical problems and 
often limits the range and effectiveness 
of medical policies. 

It is easy to illustrate this theme with 
the case of the underdeveloped countries. 
Despite existing scientific knowledge, no 
lasting progress in health can be made 
until certain political and economic prob- 
lems have been solved in order that 
sanitation and the general standard of 
living may be raised to a decent level. 

It might be said that although these 
limitations are of interest from the point 
of view of global medicine, they have 
no bearing on our own problems because 
we are prosperous, medically well-in- 
formed, socially-minded, and open to 
change. In reality, however, we too are 
prisoners of habits and social strictures. 

Consider, for instance, the public in- 
terest in air pollution. It is known that 
the various air pollutants have a number 
of long-range deleterious effects. These 
include chronic bronchitis, emphysema 
with chronic cough, eventual loss_ of 
breathing capacity and resulting heart 
failure. There is evidence also that the 
frequency of lung cancer is related to 
air pollution. Yet, despite this knowledge, 
it is difficult to arouse public opinion to 
the necessity for control of a problem 
with consequences that appear to be 
somewhat remote. 

Furthermore, the social structure pre- 
sents insuperable difficulties to the ap- 
lication of scientific knowledge. To im- 
prove the design of combustion equipment 
and of gasoline engines, to increase the 
height of smokestacks, to reroute auto- 
mobile traffic, to displace certain indus- 
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“just right” relief from pain 
...0e it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 


for each degree of pain. 


‘TABLOID’ 


EMPIRIN’ COMPOUND 


Acetophenetidin 
Acetylsalicylic Acid 
Caffeine 


‘TABLOID’ 


EMPIRIN’ COMPOUND 
CODEINE PHOSPHATE 


coveine PHospuae — gr. % NO, 1 
% No. 2 
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CODEINE PHOSPHATE — gr. 
CODEINE PHOSPHATE — 


CODEINE PHOSPHATE — gr. 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


state law permits, 


BURROUGHS WELLCOME & CO. (U.S.A.) INC, 


Tuckahoe, New York 


fractures, synovitip and bursiti 


tries, are steps compatible with technical 
knowledge which would either eliminate 
air pollutants or discharge them in areas 
where they would not constitute threats 
to humian health. But these steps could 
be taken only at the cost of disturbing 
the economic structure of the community. 
How much economic prosperity and con- 
venience of life is society willing to sac- 
rifice to prevent future lung cancer, 
emphysema and chronic bronchitis? How 
can we balance the value of human suffer- 
ing that will occur in some undetermined 
future against the effectiveness of the 
social performance of the community 
today? 

Likewise, complete protection against 
the potential dangers of atomic energy 
could be achieved only at the cost of 


the efficiency and economy of production. 
If man behaves in this respect as he 
has in similar situations in the past, one 
can predict that he will accept a certain 
amount of risk for the sake of industrial 
growth. 

Food production presents a_ similar 
dilemma. Many lines of progress in agri- 
culture and food technology would be 
closed if a verdict of absolute safety had 
to be rendered before a substance could 
be used. 


THE VIRAL DISEASES 
Basic scientific knowledge is available for 
producing and purifying almost any kind 


of virus in any desired amount, and for 
developing effective vaccines either of 
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in leading headache clinics, 
the drug of choice for migraine is 


First thought in migraine: When the headache is associated with 


y nervous tension and G.I. disturbance: 
CAFERGOT TABLETS: ergotamine tartrate 1 mg., 


caffeine 100 mg. (Color: light gray, sugar-coated.) CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 


Dosage: 2 at first sign of attack; if needed, 1 addi- feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
tional tablet every % hour until relieved (maximum 30 mg. Warning: May be habit forming. (Color: bright green, 
6 per attack). sugar-coated.) Dosage: same as Cafergot Tablets. 

CAFERGOT SUPPOSITORIES: ergotamine tar- CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
possible in attack; second in 1 hour, if needed sodium 60 mg. Warning: May be habit forming. Dosage: same 
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to prevent...to relieve... 
post-op distention and ileus 


Surgical stress appears to increase the body’s pantothenic acid require- 
ments. ILOPAN (d-pantothenyl alcohol, W-T) provides additional pantothenic 
acid to aid restoration of normal peristalsis. Clinical studies and hundreds of 
case histories!-2 attest the effectiveness of ILOPAN against postoperative 
retention of flatus and feces — even paralytic ileus — and in reducing the 


need for intestinal intubation, or the period of intubation. 


ILOPAN may be used with a high degree of safety — is 
not contraindicated even under conditions of mechanical bowel 
obstructions, produces no hyper-peristalsis or cramping, no 
side effects — and can be routinely administered by the nurse. 


1. Kareha, L. G., de Quevedo, N. G., Ti P., Kehrli, H. J., ‘‘Evaluation 
of Tlopan in Postoperative Abdominal istention,”’ Wathen a Surg. Obs. 
& Gyn., 66:220, 1958. 


2. Stone, M. L., Schlussel, S., Silberman, E., Mersheimer, W. L., ‘“The 
Prophylaxis and Treatment of Postpartum ‘and Postoperative Ileus with 
Pantothenyl Alcohol,’’ Amer. J. Surgery, 97:191, 1959. 
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menu plan 


can help patients 
bring weight down 
your 
judgment dictates... 
keep weight 


This logical Obedrin formula helps bring weight down by helping control § The 60-10-70 Menu Plan helps cor- 

abnormal food cravings: rect unhealthy eating habits without 

+ Semoxydrine HCl (Methamphetamine) ... 5 mg.—proved anorexigenic _— calorie counting—assures balanced 
and mood-lifting effects food intake. 

Pentobarbital . . . 20 mg.—guards against excitation 

Ascorbic Acid... 100 mg.—aid for mobilization of tissue fluids 


Thiamine Mononitrate ...0.5 mg. 
Riboflavin ... 1 mg. 
Nicotinic Acid (Niacin)... 5 mg. 


supplementation 


Supplied: Tablets and Capsules— 
bottles of 100, 500 and 1000. 


effective 
diet 
WRITE FOR 60-10-76 MENU PLANS, WEIGHT CHARTS AND SAMPLES OF OBEDRIN. 
THE MASSENGILL COMPANY 


Bristol, Tennessee New York « Kansas City San Francisco 
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the anorexic with no reported 
contraindications...even in: 


cardiac/ 
hypertensives diabetics 


-12 hour hunger control wit 


nposium, Detroit, 1959. 'S. Decina, L. and Tanyol, #.: f 
s 10:1242, 1 

Gracanin, 


FANE usually 1-2% lbs. per week 
i 
swallowed act, Symposium, Detroit, 1959. 2. Ripka, A: M. Klin. 
e-shaped tablets (75 mg. each); renuare, bottles any THEWM.S.MERRELL COMPANY 
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DRAMATIC 


physical and emotional 


relvef in 
ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED— Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


ete) AMFRE GRANT, INC. 
Brooklyn 26, 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


| 
4 
| 
| 
i 
Tym 
caps 
4 
| 
A-l6! 


for infants allergic to cow’s milk 


a modern milk substitute 


meeting the exacting requirements 
of your pediatric practice 


Diagnostic Aid. A simple trial with Sobee for 
2 or 3 days, to determine if milk is the offending 
food, may eliminate the need for further, more 
complicated diagnostic procedures. Evidence of 
symptomatic relief indicates continued treatment 
with Sobee. 


Balanced Nutrition. Sobee supplies 19% of its 
calories from soya protein, 35% from fat and 
46% from carbohydrate. Hypoallergenic fat- 
soluble vitamins are added. With Sobee, “The 
growth rates were normal or above normal in 
comparison with other infants of the same age.””! 


Good Stool Pattern. In a study of 102 infants 


on Sobee, the number of stools ranged from 1 to 
4 pergday.' Soya stools are bulkier than cow’s 


milk stools. Constipation is infrequent. 


Excellent Acceptance. Sobee is rich and creamy 
without a “burned-bean”’ flavor or chalky after- 
taste. Acceptance of Sobee, “both by infants and 


mothers, was excellent.’”! 


1. Kane, S.: Am. Pract. & Digest Treat. 8:65 (Jan.) 1957. 


specify 


Sobee’ 


Milk-free soya formula 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


the killed or attenuated type. However, 
a great practical difficulty arises from the 
unavoidable shortage of trained scientific 
personnel needed for this developmental 
work. The question is no longer the 
scientific one of how to produce vaccines 
but rather the social one of which vac- 
cines should be produced. In final analy- 
sis, this means a choice as to the kinds 
of disease against which protection is 
most desirable. This is a very difficult 
choice from the medical point of view, 
and even more difficult from the social 
point of view. 

For example, should emphasis be placed 
on diseases which are fatal or crippling 
but affect only small numbers of indi- 


viduals? Or should priority be given to 
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ailments of the upper respiratory tract, 
rather mild and self-limited, but of great 
economic importance because they affect 
a large percentage of the population and 
disrupt industrial production and other 
activities? 

The use of isoniazid chemotherapy as 
a public health measure toward the eradi- 
cation of tuberculosis constitutes another 
situation where social choice rather than 
medical knowledge will be the deciding 
factor. The program of control formu- 
lated by the Arden Conference would 
not greatly decrease the burden of tuber- 
culosis in the immediate future; in fact, 
it would yield dividends only during the 
following generation. Thus, the present 
community has to decide whether it is 


willing to undertake the huge and ex- 
pansive task of tuberculosis eradication 
—a difficult decision in view of the fact 
that the advantages will not be apparent 
immediately. 

The availability of techniques for post- 
poning death in every age group and for 
almost any type of disease will increas- 
ingly present the medical conscience with 
difficult alternatives. For example, to save 
the life of a child suffering from some 
hereditary defect is a humane act and 
a source of professional gratification. 
However, the long-range consequences of 
this achievement will mean magnified 
medical problems for the following gen- 
erations. Likewise, prolonging the life 
of an aged and ailing person must be 
weighed against the consequences that 
this entails for the individual himself and 
even more for the community of which 
he is a part. These ethical difficulties are 
not new, of course, but in the past they 
rarely presented issues to the medical 
conscience because the power of action 
of the physician was so limited. Soon, 
however, ethical difficulties are bound to 
become greater as the physician becomes 
better able to prolong biological life in 
individuals who cannot derive either 
profit or pleasure from existence and 
whose survival creates painful burdens 
for the community. 

We have developed, and will continue 
to develop, wonderful techniques for 
postponing death but thereby we increase 
continuously the numbers of persons 
whose very survival is dependent upon 
exacting medical supervision. Through 
sanitation and technology, we protect the 
young people in our communities from 
infection and inclement weather, thus 
decreasing the incidence of childhood 
diseases. But, as a result, we eliminate 
the stimuli that call into action the adap- 
tive potentialities upon which depend the 
individual’s general resistance to the 
strains and stresses in later years of life. 

A time may come when the accumu- 
lation of hereditary defects made possible 
by scientific advances will constitute an 
economic and medical burden difficult 
to manage even by a prosperous and 
dedicated society. As health becomes 
more and more dependent on specialized 
and onerous care, some aspects of med- 
ical ethics will have to be reconsidered 
in the harsh light of economics. 


MEDICAL SCIENCE AND 
SOCIAL CONSCIENCE 


The role of the citizen in social-medical 
decisions jmplies not only his ability to 
judge but also his freedom. And the 
matter of freedom immediately brings 
up the most difficult problem of social 
and medical ethics, namely, the extent 
to which it is justified to condition the 
public mind by any means whatever. 
There are, of course, obvious cases which 
present no difficulty. 

For example, everyone agrees that it 
is wrong to use drugs to take advantage 
of a person. But in most situations the 
issues are far more complex. Where does 


“Doctor, 


Patients you treat with Metahydrin respond with gratifying benefits. 
Cardiac patients can breathe more satisfactorily and are not so 
quickly fatigued by mild exertion. They maintain stable nonedem- 
atous weight and, minus the burden of edema, are better equipped 
to withstand the stresses of daily living which occur even in conva- 
lescence. Hypertensive patients enjoy more normal blood pressures, 
are relieved of headaches, tachycardia and palpitations. Adjunctive 
antihypertensive therapies—and their well-known side effects—can 
be reduced. Dietary salt restrictions are usually not necessary, or 
need not be severe. In any patient requiring a diuretic Metahydrin 
provides smooth, adequate diuresis. And because all thiazides are 
not alike, the nature of Metahydrin diuresis is more clinically 
desirable; it expels more water, sodium and chloride and less 
potassium. In other words, more benefits, fewer troubles. 


I walked 
to your office today!” 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


METAHY DRIN®, brand of trichiormethiazide, Lakeside. Supplied—tablets of 2 mg. and 4 
mg. in bottles of 100 and 1000. Contraindications: Complete renal shutdown; rising azotemia 
or development of hyperkalemia or acidosis in severe renal disease. 


LAKESIDE LABORATORIES, INC. 2 Milwaukee 1, Wisconsin 
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to relieve tensions and to inhibit 
hypermotility and hypersecretion 


PATHIBAMATE 


PATHILON® tridihexethy! chloride Lederle with meprobamate 


highly effective with minimal side effects for therapeutic/prophylactic treatment of duodenal ulcer, gastric ulcer, intestinal colic, 
spastic and irritable colon, ileitis, esophageal spasm, anxiety neurosis with gastrointestinal symptoms, gastric hypermotility. 
CONTRAINDICATIONS: glaucoma; pyloric obstruction; obstruction of the urinary bladder neck. Request complete information on 
indications, dosage, precautions and contraindications from your Lederle representative or write to Medical Advisory Department. 


: 
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or patent ulcer. 
to relieve tensions and to inhibit 
hypermotility and hypersecretion 


PATHIBAMATE 


PATHIBAMATE-400 (full meprobamate effect) —1 tablet tid. at mealtime, and 2 tablets at bedtime - PATHIBAMATE-200 (limited 
meprobamate effect)—1 or 2 tablets t.i.d. at mealtime, and 2 tablets at bedtime - Adjust to patient response. Each Pathibamate-200 
tablet contains: PATHILON, 25 mg.; meprobamate, 200 mg. Pathibamate-400 tablets contain 400 mg. meprobamate. The usual 
precautions pertaining to the administration of meprobamate should be observed. 


C Lederte Tmt LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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parabromdylamine (brompheniramine) maleate 12 mg. 


reliably relieve the symptoms...seldom affect alertness 


Furriers may develop allergies to dyes, 
cleaning fluids and furs... housewives 
to dust and soap... farmers to pollens 
and molds. All types of allergies— 
occupational, seasonal or occasional 
reactions to foods and drugs— respond 
to Dimetane. With Dimetane most pa- 
tients become symptom free and stay 


CONTINUOUS 10-12 HOUR ACTION ; ® 


alert, and on the job, for Dimetane 
works... with a very low incidence of 
significant side effects. Also available 
in conventional tablets, 
4 mg.; Elixir, 2 mg./5 cc.; 
Injectable, 10 mg./cc. or & 
100 mg./cc. 
A.H. ROBINS CO., INC., RICHMOND 20, V 


euucauion stop, and propaganda begin? 
At what stage of evidence does it become 
justified for the scientific community to 
claim that it knows the truth, and to 
advocate a program of action? How far 
should concern for the public at large, 
or for a social cause, affect the advisa- 
bility of using a drug, or an operative 
procedure, to control the behavior of a 
patient or of a group of men? 

In South Carolina a bill is being con- 
sidered to make compulsory immuniza- 
tion against poliomyelitis. According to 
its supporters, the voluntary program 
“had been rather a fiasco” and “when 
the public refuses what is best for it 
...the more resistant should undergo 
some legal coercion for the good of all.” 
(Editorial, J. South Carolina M. A. 57, 
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171, April 1961) I am not questioning 
the value of antipoliomyelitis immuniza- 
tion for the individual but I do wonder 
whether knowledge is sufficient to make 
immunization compulsory “for the good 
of all.” 

In this presentation I may seem to 
have taken certain attitudes which are, 
in reality, profoundly distasteful to me. 

First, I appear to deal here with 
human life as if it were merchandise 
that can be evaluated against economic 
cost and social conveniences, whereas I 
believe that human life has spiritual 
values that far transcend material con- 
siderations. I seem to be pessimistic, or 
at least skeptical, as to the ability of 
mankind to overcome the dangers that 
prosperity and social advances unques- 


tionably bring in their train; yet I know 
that mankind has experienced many situ- 
ations far more difficult and has taken 
them in stride. And finally, I seem to 
foster an anti-intellectual attitude by ex- 
pressing doubts as to the effectiveness of 
certain scientific pursuits whereas, in 
reality, I cannot possibly think of a 
retreat from reason and from science. 

I am convinced that experimental and 
clinical science can solve the biological 
aspects of almost any medical problem. 
But I am afraid that in practically all 
cases the solution will be very costly, 
especially in terms of specialized talents. 
While it is possible in theory to deal 
with all the new health problems that 
will be created by our rapidly changing 
social and technological order, many 
measures of control that could be devel- 
oped will have to be neglected in prac- 
tice because of the limitations of eco- 
nomic and human resources. Therefore 
there will have to be choices. These 
choices will have to be made by society 
as a whole because they will involve 
value judgments. For this reason, and 
because medicine has now become so 
powerful, it has become urgent to in- 
tegrate medical science into social con- 
science. 


Books received 


Books received for review during the pe- 
riod from September 5 to October 5 are 
listed below. Reviews will be published 
as space permits. 


HANDBOOK OF EMERGENCY TOXICOL- 
OGY. A Guide for the Identification, Diagnosis, 
and Treatment of Poisoning. By Sidney Kaye, 
M.Sc., Ph.D., Toxicologist, Office of the Chief 
Medical Examiner, State Health Department, 
Commonwealth of Virginia; Associate Professor 
of Legal Medicine, Medical College of Virginia; 
Consulting Toxicologists, Veteran’s Administra- 
tion Hospital, Richmond, Virginia; Director, 
Poison Control Center, Richmond, Virginia. Ed. 
2. Cloth. Pp. 377, with illustrations. Price 
$10.75. Charles C Thomas, Publisher, 301-27 
East Lawrence Avenue, Springfield, Ilinois, 
1961. 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY. Volume 4, Number 3. Cardiovascular- 
renal Problems in Pregnancy: Edited by Russell 
R. De Alvarez, M.D. Ovarian Tumors: Edited 
by Langdon Parsons, M.D., Pp. 315, with illus- 
trations. Price $18.00 a year. Paul B. Hoeber, 
49 East 33rd Street, New York 16, 1961. 


WILLIAMS OBSTETRICS. By Nicholson J. 
Eastman, essor Emeritus of Obstetrics, 
Johns Hopkins University; Obstetrician-in-Chief 
Emeritus to the Johns Hopkins Hospital; and 
Louis M. Hellman, Professor and Chairman, 
Department of Obstetrics and Gynecology, State 
University of New York, Downstate Medical 
Center; Director of Obstetrics and Gynecology, 
Kings County Hospital, Brooklyn. Ed. 12. Cloth. 
Pp. 1230, with illustrations. Price $16.00. 
Appleton-Century-Crofts, Inc., 34 West 33rd 
Street, New York 1, 1961. 


HOME TREATMENT IN INJURY AND 
OSTEOARTHRITIS. By W. E. Tucker, C.V.O., 


occupational 
| 
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Tendinitis 
Radiculitis 
Tenosynovitis 
Trigger points 
Frozen shoulder 
Lumbosacral strain 
Acute gouty arthritis 
Collateral ligament strains 
Tensor fascia lata syndrome 
Rheumatoid arthritis 
Rheumatoid nodules 
 Osteochondritis 
Osteoarthritis 
Trigger finger 
Tennis elbow 
Coccydynia 
Capsulitis 
Bursitis 


SUSPENSION 


CONSISTENTLY EFFECTIVE—PROLONGED RELIEF 


Dosage: the usual intra-articular, intrabursal or soft tissue dose ranges 
from 20 to 30 mg. depending on location and extent of pathology. 


Supplied: Suspension HYDELTRA-T.B.A.—20 mg./cc. of prednisolone 
tertiary-butylacetate in 5-cc. vials. 


Additional information is available to physicians on request. HYDELTRA-T.B.A. is a 


trademark of Merck & Co., INC. 
MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa, 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


| | 
Sis 
i 
— 
1 
i 
j 
| 
i 
i 
i 
4 
‘ 
A-l67 


when G.I. patients 
double up with pain... 
double up on 
symptomatic relief 


"ENARAX 


(oxyphencyclimine plus ATARAX®) 


In peptic ulcer and functional bowel distress 


ENARAX provides dual relief of symptoms: it decreases acid 
flow and spasm... and relieves tension. 


Plus protection against flare-ups 


ENARAX works continuously... gives dependable 24-hour 
control, usually with b.i.d. dosage. 


Here’s how: ENARAX combines oxyphencyclimine, an inher- 
ently long-acting anticholinergic (no slip-ups due to coatings 
or timing devices), plus Atarax,* one of the best tolerated 
tranquilizers, to decrease tension without increasing gastric 
secretion. The result: demonstrated success in 87 % of cases." 


Anticholinergics alone are often not enough. But G.I. com- 
plaints like ‘‘burning,’’ hyperacidity, pain, spasm and asso- 
ciated tension have one hopeful thing in common: they 
usually respond to your prescription for ENARAX, 


Dosage: The usual dosage is one ENARAX 5 or ENARAX 10 tablet twice 
daily—preferably in the morning and before retiring. Maintenance dose 
should be adjusted according to therapeutic response, Use with caution 
in patients with prostatic hypertrophy and only with ophthalmological 
supervision in glaucoma. 


Supplied: ENARAX 5 (oxyphencyclimine HCI 5 mg., Atarax 25 mg.) 
and ENARAX 10 (oxyphencyclimine HCI 10 mg., Atarax 25 mg.), bottles 
of 60. 


1. Hock, C. W.: Am. J. Gastroenterol. 342293 (Sept.) 1960. 
*brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING 
IS PRESENT: HEPTUNA® PLUS — Balanced Hematinic Formula 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc, 
Science for the World’s Well-Being® 
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when GOST important! 


THE COMPLETE 
HEMATINIG 
THAT COMPARES 


COST 10 
STRAIGHT 


IRON THERAPY 


(from approx. 5 gr. ferrous fumarate) 

STuaRTINIC provides high amounts of a most effective | VITAMIN B COMPLEX 

iron salt* plus B Complex and C in a single tablet with Bi (thiamine mononitrate).... 2 mg. 
less irritation or nausea** at a lower cost for a complete Bp (riboflavin) ............ 2 mg. 
Hematinic. Only one tablet a day provides enough iron Be (pyridoxine hydrochloride) . 0.5 mg. 
for most patients. Niacinamide ........ 10 mg. 
d-Calcium Pantothenate..... . 2 mg. 
* Blood, 15:540 (April) 1960 Liver (desiccated) .......... 100 mg. 
** Am. Pract. & Digest Treat., 10:461 (March) 1959 VITAMIN C (ascorbic acid) .... 50mg. 


THE STUART COMPANY, PASADENA, CALIFORNIA 


Available at all pharmacies in bottles of 
100 tablets. 


Professional samples available upon request. 
13400/4111 Pp pon req 
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Depo-Medrol was administered intra-articularly to 118 patients 


(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 


40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ........... 8.7 mg. 
Myristyl-gamma-picolinium 

0.19 mg. 
Water for injection ........ q.8. 
Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 


Each cc. contains: 
Medrol (methylprednisolone) 

mg. 
Polyethylene glycol 4000 ... 29.6 mg. 


Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

0.19 mg. 
Water for injection ........ q.8. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 


intra- 
articularly 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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M.B.E., T.D., M.A., M.B., B.Ch., F.R.C.S., 
Consulting Orthopaedic Surgeon, Royal London 
Homoepathic Hospital; Consulting Orthopaedic 
Surgeon, Horsham and Dorking Hospitals; Hun- 
terian Professor, Royal College of Surgeons; 
Honorary Colonel 17th (London) General Hos- 
pital, T. A.; formerly Registrar Royal National 
Orthopaedic Hospital; Surgeon St. John’s Hospi- 
tal, Lewisham; Orthopaedic Surgeon, St. John’s 
Clinic and St. Stephen’s Hospital, Fulham; Or- 
thopaedic Surgeon, Erith Hospital. Cloth. Pp. 
80, with illustrations. Price $3.00. E. & S. 
Livingstone Ltd., Edinburgh. The Williams & 
Wilkins Company, exclusive U.S. distributors, 
428 East Preston Street, Baltimore 2, 1961. 


REHABILITATION OF A CHILD’S EYES. 
By Herbert M. Katzin, M.D., F.A.C.S., Director 
and Board Member, Eye Bank Laboratory; At- 
tending Surgeon, Manhattan Eye, Ear and 
Throat Hospital, New York, N.Y.; and Geral- 
dine Wilson, R.N., Orthoptic Technician, New 
York, N.Y., Ed. 3. Cloth. Pp. 107, with illus- 
trations. Price $3.75. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 
3, 1961. 


SCIENTIFIC EXHIBITS. By Thomas G. 
Hull, formerly, Secretary of the Council on Sci- 
entific Assembly, including the Scientific Ex- 
hibit, American Medical Association; Associate 
Professor of Preventive Medicine, Emeritus, 
University of Illinois College of Medicine; Exec- 
utive Director of Medical Exhibits, Museum of 
Science and Industry, Chicago, Illinois; and 
Tom Jones, Professor of Medical and Dental 
Illustrations, Emeritus, University of Illinois: 
Consultant to the Armed Forces Institute of 
Pathology, Washington, D.C.; Chairman of the 
Medical Exhibits Committee, Museum of Sci- 
ence and Industry, Chicago, Illinois. Cloth. Pp. 
126, with illustrations. Price $6.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


PRACTICAL PEDIATRIC DERMATOLOGY. 
By Morris Leider, M.D., Associate Professor of 
Dermatology and Syphilology, New York Uni- 
versity Postgraduate Medical School, New York, 
N.Y.; Visiting Physician in Charge, Service of 
Dermatology, Bellevue Hospital, New York, 
N.Y.; Associate Attending Physician, University 
Hospital and New York University Bellevue 
Medical Center, New York, N.Y.; Diplomate of 
the American Board of Dermatology and Syphil- 
ology. Ed. 2. Cloth. Pp. 437, with illustrations. 
Price $13.75. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis, 1961. 


CLINICAL ORFHOPAEDICS. Number 20. 
By Anthony G. DePalma, Editor-in-Chief. Cloth. 
Pp. 272, with illustrations. Price Single Num- 
ber: $7.50. Sustaining Subscription: $6.00 per 
issue. J. B. Lippincott Company, East Washing- 
ton Square, Philadelphia 5, 1961. 


CEREBRAL APOPLEXY, Types, Causes and 
Pathogenesis. By Philip Schwartz, M.D., Direc- 
tor, Department of Pathology, Warren State 
Hospital, Warren, Pennsylvania; Professor Emer- 
itus of General Pathology and Pathological 
Anatomy, University of Frankfurt am Main, 
Germany; former director, Department of Pa- 
thology, University Istanbul, Turkey. Cloth. Pp. 
140, with illustrations. Price $6.50. Charles C 


Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


APPRAISAL OF CURRENT CONCEPTS IN 
ANESTHESIOLOGY. Edited by John Adriani, 
M.D., Professor of Surgery, Tulane University 
School of Medicine, New Orleans, La.; Clinical 
Professor of Surgery and Pharmacology, Louisi- 
ana State University School of Medicine, New 
Orleans, La.; Director, Department of Anesthe- 
siology, Charity Hospital of Louisiana, New 
Orleans, La. Cloth. Pp. 279. Price $7.75. The 
C. V. Mosby Company, 3207 Washington Bou- 
levard, St. Louis 3, 1961. 


HISTOPATHOLOGIC EFFECTS OF LO- 
CAL ANESTHETIC DRUGS AND RELATED 
SUBSTANCES. By Philip Pizzolato, M.D., As- 
sistant Chief, Laboratory Service, Veterans Ad- 
ministration Hospital; Clinical Associate Profes- 
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So 


to Nou 


Hydrocortisone (24% or 1%) dramatically 
suppresses inflammation and. itching. 


Diiodohydroxyquin (2%) combats bacterial 
and fungal infection. 


A superior coal tar solution (3%) specific aid 
in correction of eczematous manifestations. 


In a water-miscible, cosmetically elegant cream base. 


Patients will appreciate the rapidity 
with which DESITIN COR-D-TAR 
CREAM controls distress and promotes 
the healing process in such common 
dermatoses as eczemas (infantile and 
adult), allergic dermatitis, superficial in- 


fections, etc. 


Available with 4% hydrocorti- 
sone in decidedly economical tubes 
of 1 oz.; 1% hydrocortisone, tubes 
of 1%4 and 1 oz. 


Samples and literature from... 
DESITIN cuemicat ComMPANY 


812 Branch Avenue, Providence 4, R. I. 


sor of Pathology, Louisiana State University, 
School of Medicine, New Orleans, Louisiana; 
and Walter Mannheimer, M.D., Chief, Anes- 
thesiology, Veterans Administration Hospital; 
Associate Professor of Anesthesiology, Baylor 
University, College of Medicine, Houston, Texas. 
Cloth. Pp. 100, with illustrations. Price $5.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


MODERN PHARMACOLOGY AND THER- 
APEUTICS. By Ruth D. Musser, A.B., M.S., 
Assistant Professor in Pharmacology, School of 
Medicine; Chairman of Pharmacology, School of 
Nursing, University of Maryland, Baltimore; and 
Joseph G. Bird, M.D., Ph.D., Clinical Pharma- 
cologist, Sterling-Winthrop Research Institute, 


Rensselaer, New York. Ed. 2. Cloth. Pp. 889, 
with illustrations. Price $7.00. The Macmillan 
Company, 60 Fifth Avenue, New York 11, 
1961. 


THE CERVIX UTERI And Its Diseases. By 
C. Frederic Fluhmann, B.A., M.D., C.M., Chief 
of Obstetrics and Gynecology, Presbyterian 
Medical Center, San Francisco, California, Clin- 
ical Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, Palo 
Alto, California. Cloth. Pp. 556, with illustra- 
tions. Price $14.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1961. 


CLINICAL HEMATOLOGY. By Maxwell M. 
Wintrobe, M.D., Ph.D., D.Sc., (Hon.), Profes- 
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Ag €-and poor diet 


Now- meet this special nutrition need with fresh-flavor, 
economical Carnation Instant Nonfat Milk 


Finicky appetites, dental problems, food costs—one 
or more often play a part in contributing to poor 
diet for the elderly. 

Today, a pleasant, new food, Carnation Instant 
Nonfat Dry Milk provides all the protein, calcium, 
and B-vitamins of fresh, whole milk — for as little 
as 9¢ a quart. 

For 25% more of these needed nutrients: Carna- 
tion Instant can be mixed over-strength by adding 


1, cup extra crystals per quart. This enriched non- 
fat milk is one-fourth richer in 
calcium, protein, and B-vita- 
mins than ordinary nonfat'milk. 
It tastes naturally delicious, 
with a richer flavor your pa- 
tients will enjoy. And even 
mixed over-strength, it costs 
them only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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LIFTS 
DEPRESSION 
CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol therapy, 


normal drive and interest have replaced her emotional fatigue.. 


Brightens up the mood, brings down tension 


Balanced action — avoids “seesaw” effects 
of energizers and amphetamines. 


Acts rapidly — you see improvement in a 
few days. 


Acts safely — no danger of liver or blood 
damage. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this 
may be increased gradually up to 3 tablets q.i.d. With establishment 
of relief, the dose may be reduced gradually to maintenance levels. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. Supplied: Bottles of 
50 light-pink, scored tablets. Write for literature and samples, 


i, WALLACE LABORATORIES/Cranbury, N. J. 


€0-5862 


“Deprol 


Mail this coupon for clinical supply of Deprol 


_Or.: 


Dept. D-15A 

Professional Services Dept. 
Wallace Laboratories 
Cranbury, N. J. 


‘Gentlemen : Please send me a clinical supply 
of Deprol for the treatment of depression. 


Street . 


City Zone ...... State... 


Type of practice ........ 
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YOU GET UNEXCELLED AUSCULTATION 
WITH THE NEW Tycos STETHOSCOPE 


(Harvey-Cefaly Design) 


Try the new Tycos Stethoscope and hear for 
yourself . . . three heads are better than one. 
The Tycos Stethoscope, Harvey-Cefaly de- 
sign, features three chest pieces each de- 
signed to give you unexcelled auscultation 
within a distinct frequency range. Heads are 
mounted on a turret which instantly snaps 
the desired chest piece into listening posi- 
tion with a flip of the finger. 

The chest piece with the new corrugated 
diaphragm gives greatest amplification, espe- 
cially good for low frequency sounds and 
murmurs. The second, a flat diaphragm, is 
best for high frequeny sounds and murmurs. 
The third, an advanced design metal bell, is 
for high and low frequencies depending on 
the pressure applied. 

Assurance of traditional Tycos quality is 
found in premium materials and superior 
workmanship throughout: Teflon ear tips, 
heavy wall latex tubing, and precision ma- 
chined metal parts. 

The Tycos Stethoscope is also available 
as a single and double head unit. See it and try | #7003 Triple-head Stethoscope.......... . $25.00 


it at rgical supply dealer. Tavlor In- 4 7002 Double-head Stethoscope .......... $19.50 
PP'y y (Corrugated diaphragm and bell chest pieces) 


Sere Companies, Rochester, New York, # 7001 Single-head Stethoscope. ......... . $11.50 
and Toronto, Ontario. "(Corrugated diaphragm chest piece) | 


Laylor Luslruments MEAN ACCURACY FIRST 
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CAMP’S VARCO 


FOR LOW BACK SYNDROME 


original, authentic . . . anatomically and physiologically correct 


Camp's recommended position for strains and sprains 


INDICATIONS 

Herniation of lumbar disc 

Sprain of lower back 

Acute scoliosis 

Fracture of lumbar vertebrae 
or processes 

Injury to lower back 
following difficult 
confinement 

Simple fractures of 
pelvic bones 


ADVANTAGES 
Effective traction 


Early relief from pain 
Permits proper nursing 
No known complications 
Few contraindications 
Easily applied 


AVOIDS 

Dermatitis from adhesives 
Thrombophlebitis 

Swollen ankles and knees 
Patient irritation 
Prolonged disability 
Quadriceps atrophy 


Patients cooperate 


S. H. CAMP & COMPANY, Jackson, MICHIGAN 


S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 


sor and Head, Department of Medicine and 
Director Laboratory for the Study of Hereditary 
and Metabolic Disorders, University of Utah, 
College of Medicine, Salt Lake City, Utah; 
formerly Associate in Medicine, Johns Hopkins 
University; Associate Physician, Johns Hopkins 
Hospital; and Physician-in-Charge, Clinic for 
Nutritional, Gastro-Intestinal and Hemopoietic 
Disorders, Baltimore, Maryland. Ed. 5. Cloth. 
Pp. 1186, with illustrations. Price $18.50. Lea 
Washington Square, Philadelphia 6, 


RESPIRATION IN HEALTH AND DIS- 
EASE. By R. M. Cherniack, M.D., M.Sc., 
F.R.C.P.(C.), Assistant Professor of Medicine, 
University of Manitoba School of Medicine; 
Director, Respiratory Division, Clinical Investi- 
gation Unit, and Assistant Physician, Winnipeg 
General Hospital; Consultant in Respiratory 
Diseases to Children’s Hospital and Municipal 
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Hospitals, Winnipeg, Canada; and L. Cherniack, 
M.D., B.Sc., M.R.C.P, (Lond.), F.R.C.P.(C.), 
F.A.C.P., Assistant Professor of Medicine, Uni- 
versity of Manitoba School of Medicine; Asso- 
ciate Physician, Winnipeg General Hospital; 
Physician, Division of Medicine, Winnipeg Clin- 
ic, Winnipeg, Canada. Cloth. Pp. 403, with 
illustrations. Price $10.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1961. 


TEXTBOOK OF MEDICAL TREATMENT. 
Edited by Sir Derrick Dunlop, B.A. (Oxon.), 
M.D., F.R.C.P.Ed., F.R.C.P.Lond., Professor of 
Therapeutics and Clinical Medicine, University 
of Edinburgh; Physician, Royal Infirmary, Edin- 
burgh; Sir Stanley Davidson, B.A., M.D., 
Hon.M.D.(Oslo), F.R.C.P.Ed., F.R.C.P.Lond., 
Professor of Medicine, University of Edinburgh, 
1938-59; Physician-in-Charge, Royal Infirmary, 
Edinburgh, 1938-59; Regius Professor of Medi- 


cine, University of Aberdeen, 1930-38; Hon. 
Physician to H.M. King George VI in Scotland, 
1947-1952, and to H.M. The Queen in Scot- 
land from 1952; and S. Alstead, C.B.E., M.D., 
F.R.C.P.Ed., F.R.C.P.Lond., F.R.F.P.S., Regius 
Professor of Materia Medica and Therapeutics, 
Glasgow University; Physician, Stobhill General 
Hospital, Glasgow. Ed. 8. Cloth. Pp. 983, with 
illustrations. Price $12.50. E. & S. Livingstone 
Ltd., Edinburgh. The Williams & Wilkins Com- 
pany, exclusive U.S. distributors, 428 East 
Preston Street, Baltimore 2, 1961. 


ESSENTIALS OF HISTOLOGY. By Gerrit 
Bevelander, Ph.D., New York University, New 
York. Ed. 4. Cloth. Pp. 288, with illustrations. 
Price $5.75. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1961. 


SURGERY. Principles and Practice. By Henry 
N. Harkins, M.D., Ph.D., Professor of Surgery, 
University of Washington School of Medicine, 
Seattle; Carl A. Moyer, M.D., Bixby Professor 
of Surgery, Washington University School of 
Medicine, St. Louis; Jonathan E. Rhoads, M.D., 
D.Sc. (Med.), John Rhea Barton Professor of 
Surgery, School of Medicine, Professor of Sur- 
gery, Graduate School of Medicine, University 
of Pennsylvania, Philadelphia; and J. Garrott 
Allen, M.D., Professor of Surgery, Stanford 
University Medical School; Attending Surgeon, 
Stanford-Palo Alto Hospital. Ed. 2. Cloth. Pp. 
1595, with illustrations. Price $17.00. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1961. 


A MANUAL OF PREGNANCY TESTING. 
By Edward H. Hon, M.D., Professor of Ob- 
stetrics and Gynecology, Loma Linda Univer- 
sity, Los Angeles, California; formerly Assistant 
Professor of Obstetrics and Gynecology, Yale 
University School of Medicine, New Haven, 
Connecticut. Paper. Pp. 116, with illustrations. 
Price $5.00. Little, Brown & Company, 34 
Beacon Street, Boston 6, 1961. 


FETAL ELECTROCARDIOGRAPHY AND 
ELECTROENCEPHALOGRAPHY. By Richard 
Lee Bernstine, LCDR (MC) U.S.N., Department 
of Obstetrics and Gynecology, United States 
Naval Hospital, Portsmouth, Virginia; Assistant, 
Department of Obstetrics and Gynecology, Jef- 
ferson Medical College and Hospital, Philadel- 
phia, Pennsylvania. Cloth. Pp. 97, with illustra- 
tions. Price $5.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1961. 


PATHOLOGY. Edited by W.A.D. Anderson, 
M.A., M.D., F.A.C.P., F.C.A.P., Professor of 
Pathology and Chairman of the Department of 
Pathology, University of Miami School of Medi- 
cine; Director of the Pathology Laboratories, 
Jackson Memorial Hospital, Miami, Florida. Ed. 
4. Cloth. Pp. 1389, with illustrations. Price 
$18.00. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1961. 


SURGERY. A Concise Guide to Clinical 
Practice. Edited by George L. Nardi, M.D., 
Assistant Clinical Professor of Surgery, Harvard 
Medical School; Associate Visiting Surgeon, 
Massachusetts General Hospital; and George 
D. Zuidema, M.D., Assistant Professor of Sur- 
gery, University of Michigan Medical School; 
Staff Surgeon, University of Michigan Hospital. 
Pp. 1034, with illustrations. Price $8.50, paper- 
back; $12.00, clothbound. Little, Brown & 
Company, 34 Beacon Street, Boston 6, 1961. 


THE SEROLOGY OF CONGLUTINATION 
AND ITS RELATION TO DISEASE. By R. R. 
A. Coombs, M.R.C.V.S,, B.Sc., Ph.D.; Anne M. 
Coombs, B.A., Ph.D.; and D.G. Ingram, D.V.M., 
M.V.S.C., Ph.D. Cloth. Pp. 210, with illustra- 
tions. Price $9.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1961. 


ATLAS OF SURGICAL OPERATIONS. By 
Robert M. Zollinger, Professor and Chairman of 
the Department of Surgery, Ohio State Univer- 
sity College of Medicine, and Chief of the 
Surgical Service, University Hospitals, Ohio 
State University; formerly, Professor of Surgery, 
Harvard University, and Surgeon at the Peter 
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FOR YOUR PATIENT WITH DEPRESSION 


INJECTION 


AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 

¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 
and insomnia « followed by control of 


others may require up to two weeks or longer to obtain benefit. 


underlyin g depression *Some depressed patients respond within 5 to 10 days, while 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS 7 ANTIDEPRESSANTS 


a single agent (not a combination of compounds) 


@ effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 
“Qo 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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SYMPOSIUM ON DEPRESSION 


Antidepressant, Amitriptyline 


A SCIENTIFIC MEETING 


INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 

with amitriptyline. 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 


with Special Studies of a New EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month’s treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


AMITRIPTYLINE HYDROCHLORIDE 


(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


INVESTIGATOR 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


FINDINGS 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


“.. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


50% AMITRIPTYLINE 
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EXCERPTS FROM A 


SYMPOSIUM ON 


DEPRESSION = } /A\\W/ 


(continued, ) AMITRIPTYLINE HYDROCHLORIDE 


INVESTIGATOR, FINDINGS 


DORFMAN, WILFRED: 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: 


Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 

chemotherapy ratory reports for the most part remained within normal limits. 

(amitriptyline) Occasionally, abnormal readings were reported, but these 

of anergic states appeared only sporadically and were not related to any clinical 
findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 


whether the emotional difficulty is a manifestation of neurosis or psychosis,' and in ambulatory or hospitalized 
patients.'.2.3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and 
water for injection q.s. ; 


REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. 


Before prescribing or administering ELAVIL, the physician should consult the detailed information on use accompanying the package or available on request. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


ELAVIL 1S A TRADEMARK OF MERCK & CO., INC. 


“In evaluating the effectiveness of amitriptyline in all these dif- 


“Compared to other energizer compounds, particularly the hydra- 
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Announcin 4 a NEW member of the MULVIDREN family.. MULVIDREN DROPS 
for infants. Pleasant tasting Orange-Vanilla MULVIDREN DROPS are specially formulated 


to provide latest authoritative, safe levels of the vitamins needed for modern infant feeding. 


MULVIDREN DROPS® 


a Each 0.6 cc. contains: DOSAGE: Infants 0.3 cc. on the tongue or in the formula. 
VITAMINS: A...3000 USP Units; D...400 USP Units; | Older Children 0.6 cc. 
C...60 mg.; By...1 mg.; Bo...1.2 mg.; By...0.5 mg.; AVAILABLE: Bottles of 30 cc. at all pharmacies. 


Bio...1 meg. and Niacinamide...10 mg. 


Mulvidren 


When formula days.are over 


and for all the other members of the family 
pleasant tasting MULVI DRE N F in SOFTAB® form 


melts in the mouth—no water needed—the multivitamin EVERYBODY likes 


EACH TABLET CONTAINS: DOSAGE: | tablet daily or more as directed by physician. 
VITAMINS: A...5000 USP Units; D...1000 USP Units; AVAILABLE: Bottles of 50 & 100 tablets at all pharmacies. 
C...75 mg.; B,...2 mg.; Bz...2 mg,; Bg... 1.2 mg.; Bio 
(as lonex-12*), 3 mcg.; d-Calcium Pantothenate...3 mg.; 
Niacinamide ...10 mg. 


*Stuart lonex-12 increases Vitamin B,2 absorption. 


THE STUART COMPANY PASADENA, CALIFORNIA 


12688/4101 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 


for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Mysteclin-F 


Squibd Phosphate-Potentiated Tetracycline (sumrcm) plus Amphotericin B (ruNcIZONE ) 


EPA Squibb Quality — 
the-Priceless Ingredient 


Where’s 
the arthritic 
this 

morning? 


i> 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can va wales 
up comfortable on Medrol Medules. 
Dosage: The following dosages are recommended in rheumatoid arthritis: 

Initial Maintenance 

Moderately severe ...... 8tolOmg. ............ 4to 8 mg. 
Moderate 2to 6mg. 


6 to 10 mg. 2to 8 mg. 
With Medrol Medules, it may be possible to reduce the total daily dose by %. 


*TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1963 


JOURNAL A.O.A., VOL. 61, NOV. 196! 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 


A 


Approximately 135 
tiny “‘doses” 

mean smoother steroid 
therapy 


Each capsule contains: Medrol 


(methylprednisolone) 2 mg. or 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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For effective treatment and relief of painful muscular 
spasms, sprains, strains, stiff neck, lumbago and sciatica, many 
| doctors are getting remarkable results with Gebauer’s Ethyl Chloride spray. 
| Clinical studies indicate cases where both temporary and permanent relief 
have been recorded. Available in the dispenseal amber bottle with a choice 
of three nozzle openings: fine, medium or coarse jet spray. Also packaged 
in the 100 gram, unbreakable tube with finger-tip control valve, Gebauer’s 
Ethyl Chloride is an important item inthe 
modern doctor’s emergency kit. 

For additional information and a summary of GE BAU * in 
clinical results, write: Gebauer Chemical Company, cHEMICAL COMPANY 
9410 St. Catherine Avenue, Cleveland 4, Ohio. Makers of: FLURO-ETHYL 


NOW IS THE TIME! 


Support our future doctors and 
advance research by distributing 
Seals to the people of your com- 
munity. 


Place your order TODAY! You 
should mail your Seal Packets early 
in November. 


Chrisimas Seal Program 
National Osteopathic Foundation 
212 East Ohio Street 

Chicago 11, Illinois 


Name 


Address — 


Please send me Christmas Seal Packets: 


With envelopes, for mailing: 25 | | 50 | | 75 | | 100 | 


For office distribution: 25 | | 50 | | 75 | | 100 | 
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Bent Brigham Hospital; and Elliott C. Cutler, 
Late Mosely Professor of Surgery, Harvard 
University, and Chief Surgeon, Peter Bent 
Brigham Hospital; formerly, Professor of Surgery, 
Western Reserve University, and Director of 
Surgery, Lakeside Hospital. Ed. 3. Cloth. Pp. 
237, with illustrations. Price $18.00. The Mac- 
millan Company, 60 Fifth Avenue, New York 
11, 1961. 


THE FUNDAMENTALS OF X-RAY AND 
RADIUM PHYSICS. By Joseph Selman, M.D., 
Clinical Assistant Professor of Radiology, Uni- 
versity of Texas, Southwestern Medical School; 
Director, School for X-ray Technicians, Tyler 
Junior College; Director, Radiology Department, 
Medical Center Hospital; Attending Staff in 
Radiology, Mother Frances Hospital; Consultant 
in Radiology, East Texas Tuberculosis Hospital, 
Tyler, Texas. Ed. 3. Cloth. Pp. 364, with illus- 
trations. Price $8.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


PEDIATRIC DENTISTRY. By M. Michael 
Cohen, D.M.D., Assistant Clinical Professor of 
Oral Pediatrics, Tufts University School of Den- 
tal Medicine, Boston, Mass.; Assistant Professor 
of Pediatrics, Tufts University School of Medi- 
cine, Boston, Mass.; Stomatologist, Boston 
Floating Hospital, Boston, Mass.; Dentist Reha- 
bilitation Institute, Boston Dispensary, Boston, 
Mass.; Consultant in Dentistry for Children, 
United States Public Health Service; Member 
of the Postgraduate Teaching Staff, University 
of Pennsylvania School of Dentistry, Philadel- 
phia, Pa.; and collaborators. Ed. 2. Cloth. Pp. 
567, with illustrations. Price $15.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1961. 


ORAL MEDICINE. Diagnosis and Treat- 
ment. By Lester W. Burket, A.B., D.D.S., M.D., 
Se.D., Professor of Oral Medicine and Dean, 
School of Dentistry, University of Pennsylvania; 
Professor of Oral Medicine, Graduate School of 
Medicine, University of Pennsylvania; Honorary 
Professor, National University, Bogota, Colom- 
bia; Chief Oral Medicine Service, Philadelphia 
General Hospital; Consultant to the Army, the 
Navy, and the Veterans Administration; Honor- 
ary Professor, San Carlos University, Guatemala, 
C.A. Ed. 4. Cloth. Pp. 609, with illustrations. 
Price $15.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1961. 


BRAIN MECHANISMS AND LEARNING. 
A Symposium. By The Council for International 
Organizations of Medical Sciences, established 
under the joint auspices of UNESCO and 
WHO. Edited by J. F. Delafresnaye, C.1.0.M.S., 
Paris, France. Cloth. Pp. 702, with illustrations. 
Price $15.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1961. 


MEDICAL PHYSIOLOGY. Edited by Philip 
Bard, Professor of Physiology, The Johns Hop- 
kins University. Ed. 11. Cloth. Pp. 1339, with 
illustrations. Price $16.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1961. 


MECHANISMS OF DISEASE. An Introduc- 
tion to Pathology. By Ruy Perez-Tamayo, M.D., 
Professor‘ and Director of the Department of 
Pathology of the School of Medicine, National 
University of Mexico. Cloth. Pp. 512, with il- 
lustrations. Price $14.00. W. B. Saunders Com- 
pany, West Washirgton Square, Philadelphia 
5, 1961. 


LES OSTEO-ARTHROPATHIES NERVEUS- 
ES. By A. M. Recordier, P. Mouren, and G. 
Serratrice. Paper. Pp. 172, with illustrations. 
Price Franco 29,10 NF. Expansion Scientific 
Francaise, 15, rue Saint-Benoit, Paris 6, 1961. 


HEALTH AND FITNESS IN THE MOD- 
ERN WORLD. A Collection of Papers Pre- 
sented at the Institute of Normal Human Anat- 
omy Viala Regina Elena, 289, and The 
Ministry of Foreign Affairs, Rome, Italy. Paper. 
Pp. 392, with illustrations. Price $4.50. The 
Athletic Institute, Merchandise Mart, Room 805, 
Chicago 54, 1961. 
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When patients are older, debilitated, or just plain finicky 
...give them a vitamin tablet they can swallow 


This is just another “plus” when you specify an 
Abbott Vitamin. The Filmtab coating cuts tablet 
size as much as 30%. Bulky sugar coats and sub- 
coats aren’t needed, and aren't used. 


It isn’t very hard to prove this point of compact- 
ness. You can check it for yourself in seconds by 
comparing the Filmtab coated products on the fol- 
lowing page with any similar sugar-coated tablets. 


Perhaps you may wonder how a coating so micro- 
scopically thin can protect the stability of a product. 
The fact is that stability is actually enhanced. Un- 
like sugar coatings, the Filmtab covering is ap- 
plied without water. There is virtually no chance of 
moisture degradation to nutrients. Jn short, Filmtab 
coatings help make tablets better; 
make tablets better for each patient. 


@FILMTAB—FILM-SEALED TABLETS, ABBOTT 107033 
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Easy | 


to 


take 


That’s one thing about Abbott vitamins. People like taking them. They’re smaller. You 
don’t smell and taste the vitamins. And, the bottle stays right on the table. Easy to take. 


ACTUAL SIZE 


OF EACH 
FILMTAB® 


<—> 


DAYALETS® Abbott’s maintenance 
multivitamin formula. 


DAYALETS-M® Abbott’s maintenance 
vitamin-mineral formula. 


Ideal for the nutritionally run-down, or 
as prophylaxis for people who are on 
restricted diets. 


OPTILETS® Abbott’s therapeutic mul- 
tivitamin formula. 


OPTILETS-M® Abbott’s therapeutic 
vitamin-mineral formula. 


Excellent for use when bodily stresses 
and requirements are increased, as in 
periods of illness or infection. 


FILMTAB—FILM-SEALED TABLETS, ABBOTT. 


TM —TRADEMARK 107034 


SURBEX-T™ Abbott’s high-potency 
B-Complex formula with 500 mg. of 
vitamin C. 

SUR-BEX® WITH C Smaller dosage 
of the essential B-Complex and C. 

For the build-up in convalescence. 
Therapeutic replenishment in the eas- 
iest manner possible. 


Attractive daily- 
reminder table bottles 
at no extra cost. 


Vitamins Abbott 
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a relaxed mind 1 in a relaxed body 


Brand of chlormezanone 


effective TRANQUILIZER = potent MUSCLE RELAXANT 


How often do you see the tense, anxious patient express his feelings through 
taut muscles, rigid posture? Or the patient with tense skeletal muscles 
become anxious and irritable because ef his discomfort? 


When you prescribe Trancopal you can see how this “tranquilaxant” spéedily helps the anxious patient. It quiets 
his psyche—and this quieting helps relax tense muscles. It eases muscle spasm—and this easing helps put his mind 
at rest. 

DeNyse' notes that the effect of Trancopal as a quieting agent “. . . may play a part in the skeletal muscle relaxing Pee 
results obtained.” Gruenberg? used Trancopal to treat patients with musculoskeletal disorders, and commented: “In . 
addition to relieving spasm and pain, with subsequent improvement in movement and function, Trancopal reduced 
restlessness and irritability in a number of patients.” 

Very few side effects occur with Trancopal. You may see them in only about two out of a hundred patients, and they 
will almost always be mild. 

Available: 200 mg. Caplets® (green colored, scored), 100 mg. Caplets (peach 
colored, scored), each in bottles of 100. 

Dosage: Adults, 1 Caplet (200 mg.) three or four times daily; 
children (5 to 12 years), from 50 to 100 mg. three or four times daily. 


(| LABORATORIES New York 18, N. Y. 
D. L.: M. Times 87 :1512 (Nov.) 1959. 


Gruenberg, F.: Current Therap. Res. 2:1 (Jan.) 1960. 
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Salicylate 


(brand of carbazochrome salicylate) 


Adrenosem helps conserve a patient’s own blood. Adrenosem has become accepted 
pre-op medication because it minimizes the need for transfusion. 


Research! has shown that lack of capillary integrity causes abnormal bleeding 
four times as often as do coagulation defects. Adrenosem maintains capillary 
integrity by decreasing excessive capillary permeability while it also promotes 
retraction of severed ends. 


Besides reducing need for transfusion, Adrenosem’s control of bleeding results in 
a clearer operative field . .. makes good technic even better. Adrenosem also lessens 
the hazard of serious postoperative bleeding . . . reduces ooze and seepage. 


Adrenosem is indicated pre- and postoperatively in surgery and also nonsurgically 
to control bleeding associated with vascular pathosis as in peptic ulcer, telangiec- 
tasia, purpura, ecchymosis, ulcerative colitis, and others. 


There are no contraindications to Adrenosem at recommended dosage levels. 


supplied: M.injection only—Ampuls: references: 1. Haden, R. L., et al.: Ann. 
5 mg. (1 cc.) and 10 mg. (2 cc.). For oral ad- N.Y. Acad. Sc. 49:641 (May 11) 1948. 2. Chera- 
ministration—Syrup: 2.5 mg./5 cc. @ tsp.); skin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
Tablets: 1 and 2.5 mg. ; *U.S. Pat. Nos. 2581850; 2506294 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION 


THE E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York . Kansas City ° San Francisco 
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the first and only 
TIMED- 


DISINTEGRATION 


dosage form 
of an 
oral hypoglycemic 


blood sugar lowering 


effects persist for 
12 to 14 hours in 


stable 


adult diabetes 


sulfonylurea failures 


unstable diabetes 


» convenient—one dose a day, or two at most, for a great majority of patients « lowers blood sugar gradually, 
smoothly »« well tolerated...minimal g.i. side effects » virtually no secondary failures in stable adult diabetes 
= no liver or other clinical toxicity after up to 214 years of daily use of DBI-TD (nearly 5 years with the DBI tablet) 


DBI-TD approaches the ideal in oral control of the great majority of patients with diabetes mellitus. This new Timed-Disinte- 
gration capsule form of widely used DBI is pharmaceutically ‘‘engineered”’ for gradual release and absorption throughout the 
gastrointestinal tract...so that each dose lowers blood sugar levels for about 12 to 14.hours. 

DBI-TD (brand of Phenformin HCI — N!-8-phenethylbiguanide HCl) 


available as 50 mg. timed-disintegration capsules, bottles of 100 and 
1000. Also available as DBI Tablets 25 mg., bottles of 100 and 1000. 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, div. » 800 Second Ave., New York 17, N. Y. 


administration and dosage: One 50 
mg. DBI-TD capsule with breakfast 
regulates many stable adult diabet- 
ics. If higher dosages are needed, 
after one week a second DBI-TD 
capsule is added to the evening 
meal, and further increments (at 
weekly intervals) to either the A.M. 
or P.M. dose. In patients requiring 
insulin, reduction of insulin dosage 
is made as DBI-TD dosage is in- 
creased, until effective regulation 
is attained. (The acidosis-prone, in- 
sulin-dependent, unstable diabetic 
must be closely observed for ‘'star- 
vation” ketosis.) Sulfonylurea sec- 


ondary failures usually respond to 
relatively low dosages of DBI-TD 
alone, or combined with reduced 
dose of sulfonylurea. 

side effects: DBI-TD is usually well 
tolerated. Gastrointestinal reactions 
occur infrequently and are associ- 
ated with higher dosage levels. They 
may include an unpleasant, metallic 
taste in the mouth, continuing to 
anorexia, nausea, and, less fre- 
quently, vomiting and diarrhea. 
They abate promptly upon reduction 
of dosage or temporary withdrawal. 
In case of vomiting, DBI-TD should 
be withdrawn immediately. 


precautions: Particularly during the 
initial period of dosage adjustment, 
every precaution should be observed 
to avoid acidosis and coma or hypo- 
glycemic reactions. Hypoglycemic 
reaction has been observed on rare 
occasions in the patient treated 
with insulin or a sulfonylurea in 
combination with DBI-TD. “‘Starva- 
tion” ketosis must be distinguished 
from “insulin-lack” ketosis which is 
accompanied by hyperglycemia and 
acidosis. A reduction in the dose of 
DBI-TD of 50 mg. per day (with a 
slightincreaseininsulin as required), 
and/or a liberalization in carbohy- 


drate intake rapidly restores meta- 
bolic balance and eliminates the 
“starvation” ketosis. Do not give in 
sulin without first checking blood 
and urine sugars. 

caution and contraindication: As 
with any oral hypoglycemic agent 
reasonable caution should be ob- 
served in severe preexisting liver 
disease. The use of DBI-TD alone is 
not recommended in the acute 
complications of diabetes: acidosis, 
coma, infections, gangrene or sur- 
gery. 

Complete detailed literature is avail- 
able to physicians. 
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Changes of address 


Ach, Bert, from 1612 Hillhurst Ave., to 3919 Beverly Blvd., 
Los Angeles 4, Calif. 

Aldrich, Charles W., from Palo Alto, Calif., to 2085 21st 
St., N. E., Salem Ore. 

Alexander, Hobart L., from Detroit, Mich., to 124 Colonial 
Ave., Norristown, Pa. 

Allen, Cyril R., Jr., from Proctorville, Ohio, to 311 W. Main 
St., Carnegie, Pa. 

Alsleben, Harry Rudolph, from Cleveland, Ohio, to Doctors 
— Inc., 325 W. Jefferson Blvd., Los Angeles 7, 
Calif. 

Ames, Charles T., from 5218 S. E. 95th Ave., to 3418 S. E. 
Belmont St., Portland 14, Ore. 

Anderson, John O., from 2776 Pacific Ave., to 2255 Lake- 
wood Blvd., Long Beach 15, Calif. 


Baldwin, Galen L., from 807 S. Denver Ave., to 819 S. 
Denver Ave., Tulsa 19, Okla. 

Bares, Frank A., from Pinole, Calif., to 3517 May Road, 
Richmond, Calif. 

Barnes, James M., from 82 Main St., to 113 Main St., 
Silver Creek, N. Y. 

Becker, Alan R., from 1739 Kalakaua Ave., to 2443 Koa 
Ave., Honolulu 15, Hawaii 

Beller, Leonard B., from North Hollywood, Calif., to 2763 
Waverly Drive, Los Angeles 39, Calif. 

Bernardi, Nazzareno S., from Grand Rapids, Mich., to 4 
Longwood Drive, Stratford, N. J. 

Boatman, Lawrence C., from Pella, Iowa, to Espanola, 
N. Mex. 

Boehm, Gerhard W., from Chicago, IIl., to 4720 Pine St., 
Philadelphia 43, Pa. 

Boskin, Melvin, from Detroit, Mich., to 900 Straight Path, 
West Babylon, N. Y. 

Bowles, Charles H., from Plymouth, N. H., to Box 186, 
Center Harbor, N. H. 

Brogan, Donald M., from South Bend, Ind., to 730 Browns- 
ville Road, Pittsburgh 10, Pa. 

Brower, Ralph P., from East Vaughn, N. Mex., to 8333 
Ralston Road, Arvada, Colo. 

Brown, David L., from 100 Warwick Road, to 67 Kings 
Highway, W., Haddonfield, N. J. 

Brown, J. M., from 204 N. Main St., to 108 Hillcrest Drive, 
Berrien Springs, Mich. 

Bryers, William C., from 8151 Ridge Ave., to 2225 Spring 
Garden St., Philadelphia 1, Pa. 

Buell, John W., from Portland, Ore., to 511 Bridge St., 
Vernonia, Ore. 

Burns, Conrad E., from 2045 S. Holly, to 5624 Minnesota 
Drive, Denver 22, Colo. 

Butterfield, Byron E., from Kirksville, Mo., to Eureka Med- 
ical Centre, Highway 109 and East Ave., Eureka, Mo. 


Carano, Joseph A., from Campbell, Ohio, to Warren Gen- 
eral Hospital, 667 Eastland Ave., S. E., Warren, Ohio 

Carlucci, Joseph S., from Los Angeles, Calif., to 19525 
Ventura Blvd., Tarzana, Calif. 

Casey, Vernon V., from Mill Valley, Calif., to 323 Geary 
St., San Francisco 2, Calif. 

Cassett, Martin C., from Haddonfield, N. J., to 237 Mon- 
mouth St., Gloucester City, N. J. 

Chambers, George H., from Muleshoe, Texas, to 809 
Meadow Lane, Tyler, Texas 

Chapman, J. Dudley, from North Olmstead, Ohio, to 22122 
River Oaks Drive, Rocky River 16, Ohio 

Chesnick, John Jr., from 165 George St., to 2142 West 
Road, Trenton, Mich. 

Clark, Wallace C., from 518 N. Larchmont Blvd., to 512 
N. Larchmont Blvd., Los Angeles 4, Calif. 
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Cohen, Eugene, from 3131 Frankford Ave., to Metropolitan 
Hospital, 300 Spruce St., Philadelphia 6, Pa. 

Cohen, Jay M., from Detroit, Mich., to 330 East Drive, 
North Miami Beach 62, Fle. 

Cotler, Gerald, from Los Angeles, Calif., to 19525 Ventura 
Blvd., Tarzana, Calif. 

Courah, Mohammad, from North Hollywood, Calif., to 7533 
Van Nuys Blvd., Van Nuys, Calif. 

Cox, John W., from Kinsman, Ohio, to 604 N. Bumby 
St., Orlando, Fla. 

Curtiss, Robert L., from 926 E. 11th St., to 1001 Scarritt 
Bldg., Kansas City 6, Mo. 


Dattilo, Phillip J., from Detroit, Mich., to Faith Memorial 
Hospital, Faith, S. Dak. 

Day, Ivan W., from Ketchum, Idaho, to 206-7-8 Weisgerber 
Bldg., Lewiston, Idaho 

Day, Joseph O., from 129 Coral Ave., to Woodhill Road, 
Louisville 7, Ky. 

DeFord, Robert L., from 2354 Tulane Ave., to 3590 Elm 
Ave., Long Beach 7, Calif. 

Dilley, Dorothy Bea, from Kansas City, Mo., to Dearborn, 
Mo 


DiRenzo, Alfred M., from Kirksville, Mo., to 110 Jefferson 
St., Passaic, N. J. 

Ditkoff, Jerome L., from Floral Park, N. Y., to 110 W. 
Tremont Ave., Bronx 53, N. Y. 

Dobson, Lawrence A., from 2416 S. W. 79th St., to 5833 
S. Pennsylvania Ave., Oklahoma City 9, Okla. 

Dozier, Thomas C., from Wayne, Mich., to 25441 Warren 
Ave., Dearborn, Mich. 


Eggleston, Allan A., from 1538 Sherbrooke St., W., to 1374 
Sherbrooke St., W., Montreal 25, Que., Canada 

Elliott, Alan K., from Los Angeles, Calif., to 500 W. Fifth 
St., Oxnard, Calif. 

Ellis, Glenn R., from North Sacramento, Calif., to 1155 E. 
Orange St., Lancaster, Pa. 


Farnham, Arthur B., Jr., from 5000 S. Ellis Ave., to 1400 
E. 55th Place, Chicago 15, Ill. 

Fields, Milton, from 3921 Beecher Road, to 2018 Lewis St., 
Flint 4, Mich. 

Fineman, Bill L., from Hollywood, Fla., to 5460 Palm Ave., 
Hialeah, Fla. 

Finn, Arnold Lloyd, from 18243 Griggs, to 19199 Lahser 
Road, Detroit 19, Mich. 

Fleck, Charles E., from Gray-Hildreth Co., to 136 Bruns- 
wick Ave., Gardiner, Maine 

Flick, Gervase M., from Burbank, Calif., to 5655 Briarcliff 
Road, Hollywood 28, Calif. 

Fox, Arnold, from 1200 N. State St, to 723 S. Atlantic 
Blvd., Los Angeles 22, Calif. 

Fram, S. Marshall, from Tucson, Ariz., to 6133 W. 75th 
Place, Los Angeles 45, Calif. 

Friedrich, Charles P., from Cuyahoga Falls, Ohio, to 101 
Bowood Road, Haddonfield, N. J. 

Fries, Robert Heaton, from 1502 E. Olive Ave., to 1350 
S. Orange Ave., Fresno 2, Calif. 


Gadway, Ronald G., from Portland, Maine, to 80 S. Windsor 
St., South Royalton, Vt. 
Gallardo, Rudolpho Victor, from Detroit, Mich., to 816 S. 
Marguerite St., Alhambra, Calif. 
Ganoom, Richard, from 2244 Meadowwood Drive, to 2101 
Atwood Road, Toledo 15, Ohio 
Garber, Murray, from Kirksville, Mo., to Osteopathic Hos- 
pital of Kansas City, 926 E. 11th St., Kansas City 6, Mo. 
Gartner, Marcus A., Jr., from Los Angeles, Calif., to 518 
_W. Chapman, Placentia, Calif. 
Gerig, Dean A., from Cincinnati, Ohio, to Manistee County 
Bank Bldg., Manistee, Mich. 
Graffman, Martin, ‘from Dayton, Ohio, to Cherry Hill Hos- 
_ pital, Chapel Ave. and Coopers Landing Road, Dela- 
ware Township, N. J. 


bie 
i 
| 
| 
| 
1g 
Or 
iS 
> 
ake 
i 
| 
J 
r 
4 
4 
4 


reformulated 


all forms of TRI-VI-SOL’, POLY-VI-SOE, 
and DECA-VI-SOL vitamins—to provide 
rational, practical, safe levels of 
vitamins C, D, and A to fit the needs 
of today’s children 


fe Mead Johnson 
Laboratories 


Symbol of service in medicine 


| 

| 

| 
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VI-SOE VITAMINS 


TRI-VI-SOLE POLY-VI-SOE DECA-VI-SOL 


newly reformulated to complement 
the dietary patterns of today’s infants 
and children 


Beginning with the critical newborn period and continuing through the preadult 
years, new Vi-Sol vitamins supplement and complement the dietary patterns of 
today’s infants and children. They are formulated with consideration of the 
recommendations of the authorities* and of the practical needs of everyday 
medical practice. 


Vi-Sol vitamin drops provide conservative yet assured protection as the baby 
progresses from formula feeding to solid food. When drops are outgrown, 
comparable improvements in levels of C, D, and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


Tri-Vi-Sol® Poly-Vi-Sol®t Deca-Vi-Sol®t 

Chewable Chewabie Chewable 

Drops Vitamins Drops Vitamins Drops Vitamins 

(per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) 
Vitamin C (mg.) 60 75 60 75 60 75 
Vitamin D (units) 400 400 400 400 400 400 
Vitamin A (units) $,000 4,000 3,000 4,000 3,000 4,000 
Thiamine (mg.) 1 1.2 1 1.2 
Riboflavin (mg.) 1.2 1.5 1.2 15 
Niacinamide (mg.) 8 15 8 15 
Pyridoxine (mg.) 1 1.2 
Panthenol (mg.) 3 5 
Bus (mcg.) 1 
Biotin (mcg.) 30 40 

: +Also available in teaspoon dosage 
Tri-Vi-Sol vitamin drops and Deca-Vi-Sol chewable vitamins are now also available with Iron. 56761 


*J.A.M.A. 169:41-45 (Jan. 3) 1959. 
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LET 
Health 


BE 
YOUR 
LINK 
WITH 
THE 
PUBLIC 
HEALTH—in your reception room or mailed to 


your patients and business associates—is a valu- 
able public relations and health education tool. 


Only 10¢ a copy, $1.00 a year (10 issues— 
May-June and July-August combined), and 
$2.50 for three years. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio Street 
Chicago 11, Illinois 


for Physicia 


The 1962 Daily Log is now ready to provide you with com- 
plete business facts about your practice — overhead; receipts; 
charges; taxes; net earnings. Easy to use — designed specific- 
ally for your profession. Only a few minutes a day re- 
quired to keep complete practice management records; helps 
you avoid tax troubles; saves you time and money. Fully 
dated, looseleaf; printed new each year. 


PRICES: Regular Edition, one 40 line page a 
day, one volume, dated for 1962 — $7.75. 
Double Log Edition, two facing pages of 40 
lines for each day, two volumes, dated for 
1962 — per set — $13.50. 


THE COLWELL COMPANY, 265 Kenyon Rd., Champaign, Ill. 


Please send me 1962 [) Regular [] Double Daily Log for Physi- 
cians. Remittance enclosed. 

o Flonse send me more information plus FREE Record Supplies Cata- 
log Kit. 


a Address 


B 


Greenleaf, Dodd K., from Eugene, Ore., to 404 S. E. 80th 
Ave., Portland 15, Ore. 


Halpin, Thomas H., from Bristol, Pa., to 131 Crabtree Drive, 
Levittown, Pa. 

Helak, Henry J., from 2511 Rio Grande Blvd., to 5509 W. 
Central Ave., N. W., Albuquerque, N. Mex. 

Helton, Harve J., from 3610 Phelps Road, to 3609 Phelps 
Road, Independence, Mo. 

Higgins, Charles B., from Caldwell, Idaho, to Box 635, 
Kamiah, Idaho 

Holcomb, George M., from Detroit, Mich., to 17520 Persh- 
ing, Livonia, Mich. 

Holmes, Elizabeth M., from 105 Monroe St., to 413 N. 
Jefferson St., Dublin, Ga. 

Holmes, Joseph B., from 105 Monroe St., to 413 N. Jeffer- 
son St., Dublin, Ga. 

Hughes, Elizabeth B., from 7005 Cedar Park Ave., to 2044 
Pine St., Philadelphia 3, Pa. 

Hyatt, James E., from Madras, Ore., to 424 Columbia, 
Bend, Ore. 


Jackson, Melvin L., from Ontario, Calif., to Box 540, Big 
Bear Lake, Calif. 

Jemison, H. Gordon, from 5400 Independence Ave., to 620 
Bennington Ave., Kansas City 25, Mo. 

Jewett, J. G., from 508 Corby Bldg., to 224 Kirkpatrick 
Bldg., St. Joseph, Mo. 

Johnson, Arthur W., from Corpus Christi, Texas to Florence 
Hospital & Clinic, Florence, Texas 

Jones, John Richard, from Chattannoga, Tenn., to 420 S. 
Lafayette St., Greenville, Mich. 

Judd, Arza Dee, from 61 Woodham St., to Box 1364, Fort 
Walton Beach, Fla. 


Katzen, Harold, from Los Angles, Calif., to Chicago Oste- 
opathic Hospital, 5250 S. Ellis Ave., Chicago 15, Il. 

Kaye, Maurice L., from Pittsburgh, Pa., to 658 Merchant 
St., Ambridge, Pa. 

Keith, Metta L. Davis, from 17 N. State St., to 4812 N. 
Winchester Ave., Chicago 40, IIl. 

Keller, Norman, from Grand Rapids, Mich., to 19926 Stans- 
bury, Detroit 35, Mich. 

Keyser, Bernard, from Los Angeles, Calif., to 6751 Marietta 
Ave., Garden Grove, Calif. 

Khani, Fred D., from 259 N. E. 5lst St., to 298 N. E. 53rd 
St., Miami 37, Fla. 

Kimball, Stanley W., from Cleveland, Ohio, to Richmond 
Ileights General Hospital, 27100 Chardon Road, Rich- 
mond Heights 32, Ohio 

Kondik, Michael, from 1778 Mentor Ave., to 8780 Mentor 
Ave., Mentor, Ohio 

Kovner, Leonard L., from 4922 Hollywood Blvd., to 3127 
Los Feliz Blvd., Los Angeles 39, Calif. 

Kramer, Samuel, from Mount Clemens, Mich., to 30 Prince- 
ton Road, Cranford, N. J. 

Kraus, Leon, from Bellflower, Calif., to 3414 W. Ball Road, 
Anaheim, Calif. 

Kurtze, Arthur George, Jr., from Taylor, Mich., to Grand 
Rapids Osteopathic Hospital, 1919 Boston St., S. E., 
Grand Rapids 6. Mich. 


Ladd, F. C., from Mendon, Mich., to Norcross Medical 
Bldg., 102 Buford Highway, Norcross, Ga. 

Lambert, R. L., from Dallas, Texas, to 1527 Gus Thomasson 
Road, Mesquite, Texas 

Leff, Donald, from Hollywood, Calif., to 16058 Burbank 
Blvd., North Hollywood, Calif. 

Leiske, Willard W., from Ontario, Calif., to 4121 Brockton 
Ave., Riverside, Calif. 

Lester, R. Anton, Jr., from Chandler, Texas, to Box 398, 
Frankston, Texas 

Lewis, Cleveland, Jr., from Detroit, Mich., to Broadway 
Hospital, 9500 S. Broadway, Los Angeles 3, Calif. 

Lindsay, Owen W., from 405 S. San Gabriel Blvd., to 401 
S. San Gabriel Blvd., San Gabriel, Calif. 


1962 
DAILYLOG 

| 


to CONTROL DIARRHEA...the traditional and time-tested triad 
of effective and safe agents 


Pleasant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension, Parepectolin; each fluid ounce—Paregoric (equiv- 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin - aient) 1.0 dram, Pectin 2.5 gr.,.Kaolin (specially 


is compatible with antibiotics, and retains its uniform consistency and its good flavor. _ purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 


Le 
2 
J 4 
ME 
mets, 
4 
| 
R 
IRORER 


NEW! 
specific for 
improved 


circulation 


Gertliqui 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


@ Increases ability to walk farther with less pain 
e@ Relieves pain, dizziness and faintness 
e@ Improves appetite and brightens the mood 


Composition: Each 5 mi. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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Link, Arthur J., from 12523 Third Ave., to 22122 W. Nine 
Mile Road, Detroit 37, Mich. 

Littlefield, Don C., from 4320 Atlantic Ave., to 3590 Elm 
Ave., Long Beach 7, Calif. 

Lossos, Samuel, from Pontiac, Mich., to 1051 N. Ogden 
Drive, Los Angeles 46, Calif. 

Lowry, Marshall E., from 2301 Ashworth Road, to 320 
Grand Ave., West Des Moines, Iowa 

Lutz, Robert F., from 1451 Cape Cod, to 4411 Maryland, 
Dallas 16, Texas 


Macauley, E. Spencer, from Joplin, Mo., to 102 S. Cuba St., 
Owensville, Mo. 

MacKew, Allan Harvey, from 20450 Van Born Road, to 
20382 Van Born Road, Dearborn, Mich. 

Mallon, James J. Jr., from York, Pa., to 227 White Horse 
Pike, Audubon, N. J. 

Mazzie, Albert F., from 1940 El] Cajon Blvd., to 3994 Park 
Blvd., San Diego 3, Calif. 

McBurney, A. M., from Fort Dodge, Iowa, to Box 227, 
Mapleton, Iowa 

McElwey, John D., from Muskegon, Mich., to General De- 
livery, Mesick, Mich. 

Milionis, John W., from Midland, Maine, to 2916 Mackinaw 
St., Saginaw, Mich. 

Mohler, John George, from Los Angeles, Calif., to 1129 
Azalea Drive, Alhambra, Calif. 

Momary, William, from Los Angeles, Calif., to 234 Avenue 
F, Redondo Beach, Calif. 

Moore, Thomas I., from 871 S. W. 136th St., to 625 S. W. 
153rd St., Seattle 66, Wash. 

Morgan, David, from Shady Cove, Ore., to 200 De Soto 
Drive, Los Gatos, Calif. 

Murphy, Charles A., from 12504 E. Jefferson Ave., to 12628 
E. Jefferson Ave., Detroit 15, Mich. 

Myers, C. Arthur, from Corpus Christi, Texas, to Flint Oste- 
opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 


Nagle, Leonard R., from Warrensville Heights, Ohio, to 139 
Wandle Ave., Bedford, Ohio 

Nichols, James H., from 711 W. Bay Drive., to 918 W. Bay 
Drive, Largo, Fla. 


O'Keeffe, Patrick W., from Lakewood, Colo., to Tower 
Motel, U. S. 79, E., Paris, Tenn. 

Oliver, Richard T., from Clare, Mich., to 219 Butler, Bad 
Axe, Mich. 

Olson, Kenneth N., from Detroit, Mich., to Madison Street 
Hospital, 1620 18th Ave., Seattle 22, Wash. 


Pease, H. L., from Putnam, Conn., to Box 532, West Win- 
field, N. Y. 

Peterson, Robert Herrman, from 1233 W. 198th St., to 1233 
W. 106th St., Los Angles 44, Calif. 

Polk, Melvin H., from 3701 Bennett Ave., to Flint General 
Hospital, 765 E. Hamilton St., Flint 5, Mich. 

Prescott, William S., from 747 James St., to 989 James St., 
Syracuse 3, N. Y. 

Price, Alexander, from Delaware Township, N. J., to 544 
Stevens St., Camden 3, N. J. 

Prineas, M. Mike, from 1024 15th Ave., E., to 3655 34th 
Ave., W., Seattle 99, Wash. 

Prue, Edmund, from Grove City, Pa., to 10 S. W. Second 
St., Perryton, Texas 

Pullum, Richard W., from Allentown, Pa., to 6339 Biscayne 
Blvd., Miami 38, Fla. 


Quan, Luis, from 2515 E. Jefferson Blvd., to 627 Man- 
chester Drive., South Bend 15, Ind. 


Rector, C. Blinn, from Tishomingo, Okla., to Spencer Clinic, 
Box 65, Spencer, Okla. 

Redwine, James W., from Long Beach, Calif., to 11492 Ken- 
sington Road, Los Alamitos, Calif. 
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in psoriasis 


allantoin and special coal tar extract 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”? In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.” 


1. Welsh, A. L.: Report, Confi on the Manag 

of Chronic Dermatoses, University of Cincinnati 

College of Medicine, Cincinnati, Ohio, November 4-5, 1959. 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenitworth, New Jersey 


A 4 MINU 


allantoin/hexachlorophene/special coal tar extract 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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THE WM. S. MERRELL COMPANY 


Division of Richardson-Merrell Inc. 
Cincinnati, Ohio/Weston, Ontario 


Selectivity 


to adecade of success 


(dicyclomine) Hydrochloride 


Bentyl stands apart from antisecretories and 
other antispasmodics in combining effective- 
ness with outstanding toleration. Usual adult dos- 
age is 20 mg. t.i.d. There is a Bentyl dosage form 
to suit every age group and therapeutic need. 
See page 661, Physicians’ Desk Reference, 1961. 


Brochure with full product information available on request. 


TRADEMARK: BENTYL® 
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the symptoms premenstrual tens 


HYDRODIURIL® wiTH MEPROBAMATE 


HYDROCHLOROTHIAZIDE 


Se ne eee nue x 
eee se * as 
a" a 
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& 
ee 
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DIURIL are trademarks of Merck & Co., Inc, 


MERCK SHARP & DOHME 


the effective relief of meprobamate for nervous- 
CYCLEX and HYDRO 


ness, irritability, tension, nausea, malaise, insomnia 


for GI DISTRESS ...CYCLEX affords quick- 
acting relief of nausea and bloating associated 


with premenstrual tension 
day, beginning on the first morning of symptoms and contin- 


for EDEMA ...CYCLEX provides the prompt 
diuresis of HYDRODIURIL for rapid reduction of 
weight gain, breast fullness, abdominal congestion 
for MOOD-CHANGES...cCYCLEX supplies 
SUPPLIED; Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 
uing until the onset of menses. CYCLEX may be continued 
through the menstrual period. 

Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on request. 


Division of Merck & Co., INC. 
West Point, Pa. 
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When 
there’s a 
pram in her 
future, 
she’ll need 


Pramilets® 


today 


Comprehensive vitamin-mineral 
support with just 1 Filmtab® daily 


No one’s ever said that looking ahead isn’t 
a wise idea. (Granted, in time to come, 
thought will have to be given to diaper 
laundering.) However, perhaps little 
mother-to-be should take first things first. 


Between now and arrival day, for in- 
stance, there’s probably nothing that’ll 
take precedence over the sound diet you'll 
prescribe for her. And Pramilets—with its 
stepped-up formula—more than ever com- 
plements the established regimen. 


What’s in order? Calcium? She gets a gen- 
erous allowance with Pramilets. Iron? 
Pramilets provide a solid 40 milligrams of 
elemental iron (ferrous fumarate — the 
kind that’s best-tolerated). As for the bal- 
ance of the improved Pramilets formula, 
among the significant nutrients, vitamins 
C, Bs and Biz have all been increased. 


Finally, some of Pramilets’ patient-pleas- 
ing features: Convenient dosage — one a 
day, usually .. . a compact size tablet... 
and an attractive bottle for table or dresser. 


Pramilets supplied in bottles of 100 and 


1000 Filmtabs — and new 180-Filmtab 
Economy Bottle. Also available: Prami- 


lets-F (Rx only) with Folic Acid. od 


109240 
FILMTAB — FILM-SEALED TABLETS, ABBOTT; U.S. PAT, NO. 2,881,085. 
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FURACIW 
TOPICAL 
CREAM 


ATON LABORATOS 
ta 


NORWICH NY 


| 


NOW... ACOSMETICALLY SUPERIOR CREAM CONTAINING THE 
MOST WIDELY PRESCRIBED SINGLE TOPICAL ANTIBACTERIAL 


FURACIN TOPICAL CREAM 


brand of nitrofurazone 


IN A CONVENIENT 1 02. Rx SIZE = For treatment of topical infections such 


as: impetigo, pustular acne, furunculosis, ecthyma, infected cutaneous ulcers, abra- 
sions, lacerations = For prevention and treatment of infections associated with ir- 
radiation or surgical removal of external malignant growths = Particularly suitable 
for postoperative anal, rectal or pilonidal cyst wounds 


broad bactericidal range includes certain stubborn staphylococcal strains # has not 
induced significant bacterial resistance = nontoxic and nonirritating = does not re- 
tard epithelization = lowsensitization rate = stable and long-acting, even in exudates 
FURACIN # Topical Cream, 1 oz. (28 Gm.) tube = Soluble Dressing, 1 0z. (28 Gm.) 
tube » Furacin-HC Cream (with hydrocortisone), 5 and 20 Gm. tubes — 
= and other special formulations for every topical need 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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Rice, Glenn Dale, from Lansing, Mich., to 2019 Procter St., 
Porth Arthur, Texas 

Rice, Verne L., Sr., from 72 Government St., to 12 New- 
march St., Kitterly, Maine 

Ridgik, Joseph H., from Columbus, Ohio, to 2575 Riverside 
Drive, Trenton, Mich. 

Ridgway, Kenneth D., from Camdenton, Mo., to Macks 
Creek Clinic, Macks Creek, Mo. 

Riles, Benjamin M., from St. Joseph, Mo., to 1113 Broad- 
way, Chillicothe, Mo. 

Riskin, Charles E., from Los Angeles, Calif., to 11432 Van 
Owen St., North Hollywood, Calif. 

Robinson, Harley J., from Detroit, Mich., to 125 Arcola 
Ave., Inkster, Mich. 

Rosman, Maurice, from Philadelphia, Pa., to Cooper River 
Plaza, North Park Drive, Pennsauken, N. J. 

Roulier, Randolphe G., from Detroit, Mich., to 981 E. Main 
St., Sturgis, S. Dak. 

Rutherford, John L., from Dayton, Ohio, to 815 S. Denver 
Ave., Tulsa 19, Okla. 

Ryder, Richard Charles, from Torrance, Calif., to 2965 
Carson, Lakewood, Calif. 


~ 


Sadick, S. Paul, from 2142 West Road, to 2250 West Road, 
Trenton, Mich. 

Sandler, Joseph I., from Dayton, Ohio, to 632 E. State St., 
Sharon, Pa. 

Savage, D. Hal, from Tahoe Valley, Calif., to 1400 W. 
McFadden, Santa Ana, Calif. 

Schappach, George J., from New Lothrop, Mich., to 4404 
Old Colony Drive, Flint 7, Mich. 

Schirmer, Robert F., from 1 Lafayette Plaisance, to 18820 
Woodward Ave., Detroit 3, Mich. 

Scott, Philip L. B., from San Pedro, Calif, to Box 326, Los 
Lunas, N. Mex. 

Seligman, Fred M., from Detroit, Mich., to Los Angeles 
County Osteopathic Hospital, 1200 N. State St., Los 
Angeles 33, Calif. 

Seruto, Philip, from 3733 E. Colorado St., to 128 S. Rose- 
mead, Pasadena, Calif. 

Sharkis, Robert W., from Churchville, Pa., to 1103 E. 
Boston Ave., Youngstown 2, Ohio 

Slick, R. McGregor, from Detroit, Mich., to 2105 Inde- 
pendence Ave., Kansas City 24, Mo. . 

Snider, Alan J., from Clearwater, Fla., to Sun Coast Oste- 
opathic Hospital, 2025 Indian Rocks Road, Largo, Fla. 

Sowerby, Delbert C., from Los Angeles, Calif., to Harbour 
Hospital, Box 96, York Harbor, Maine 

Spavins, R. F., from 2801 Flora Ave., to 2105 Independence 
Ave., Kansas City 24, Mo. 

Spencer, J. E., from Placerville, Calif., to 332 Channing 
Ave., Palo Alto, Calif. 

Steinberg, Stanley, from South Gate, Calif., to 8335 Win- 
netka Ave., Canoga Park, Calif. 

Sutton, Keith P., from 1538 E. 53rd St., to 815 S. Denver 
Ave., Tulsa 19, Okla. 

Swift, Luther W., from 1001 Montgomery St., to 701 S. 
Cherry Lane, Fort Worth 8, Texas 


Talone, Ermest T., from 833 De Kalb St., to 1314 De Kalb 
St., Norristown, Pa. 
Tanenbaum, William L., from Allentown, “Pa., to 21000 
Highland Lakes Blvd., North Miami Beach 62, Fla. 
Terzigni, Bernard J., from Detroit, Mich., to 2840 Munson 
Ave., U. S. 31, N., Traverse City, Mich. 

Thomas, Joseph M., from 1541 S. Beretania St., to 1441 
Kapiolani Blvd., Honolulu 14, Hawaii 

Thompson, Marion C., from 320 E. Kemp Ave., to 25 Ninth 
Ave., S. E., Watertown, S. Dak. 

Tower, Lyman M., from 2128 Elbridge Court, to 34241 
Fernwood, Wayne, Mich. 

Tripi, Vincent James, from Cuyahoga Falls, Ohio, to 4684 
Liberty Road, South Euclid 21, Ohio 

Troilo, Francis X., from Dayton, Ohio, to 30 S. Main St., 
Waynesville, Ohio 


JOURNAL A.O.A., VOL. 61, NOV. 1961 


NEW 1961 EDITION 


Wintrobe— 
Clinical 
Hematology 


By M. Wintrose, M.D. 


Professor and Head, Department of Medicine and Director, 
Laboratory for the Study of Hereditary and Metabolic 
Disorders, University of Utah, College of Medicine, 
Salt Lake City, Utah 


Virtually Rewritten! 
Every Page Revised! 


Many New Illustrations, 
Including Photomicrographs in Color! 


New 5th Edition! 


All advances made in the five years preceding publication of 
this fifth edition are discussed in Dr. Wintrobe’s authorita- 
tive book. These include a better understanding of the physi- 
ology of the hemopoietic system and the biochemical steps 
involved in the formation of blood cells, the factors which 
govern the formation and release of blood cells and present- 
day concepts of erythrokinetics and leukokinetics. 


The rapidly developing field of hemoglobinopathies is con- 
sidered in detail, from the molecular abnormality to the clin- 
ical manifestations. Fascinating newer knowledge concerning 
the platelets, coagulation and the bleeding disorders is 
brought together in understandable fashion. Details are given 
concerning technics useful in diagnosis, including radioiso- 
topic methods, coagulation procedures and other modern 
approaches. The management of all the disorders of the 
blood is described very fully. The text has been completely 
reset in double-column format. 


Fundamental aspects, histology, physiology, biochemistry 
and pathology are correlated expertly and applied to office 
and bedside care. Diagnosis and treatment are complete and 
detailed. Tests are clear and well-defined. 


5th Edition. 1186 Pages, 7” x 10’. 265 Illustrations 
and 50 in Color on 19 Plates. Many Tables. $18.50 


LEA & FEBIGER 
Washington Square, Philadelphia 6, Pa. 
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DURA -TAB 9. M (0.33 Gm.) 


the only oral Sustained Medication* Quinidine 


IN ATRIAL FIBRILLATION, 


effectively maintained normal sinus rhythm in almost all 
cases. 


q. 12 h. dosage usually sufficed to maintain adequate serum 
levels. 


no night dosage needed —a single late evening dose avoided 
recurrence of fibrillation. 


from 8 to 12 hours after administration, ‘‘definitely higher’ 
serum quinidine levels than with ordinary quinidine sulfate. 


QUINAGLUTE DURA-TAB S.M. —2 quinidine of 


choice in atrial fibrillation, flutter, premature contractions, 
auricular tachycardia. Bottles of 30, 100 and 250. 


For sample supply and reprint write... 


PHARMACAL 
W Y N CORPORATION 


Lancaster Ave. at 51st St., Phila. 31, Pa 


For dosage, 
etc. 


Page 821 
*U. S. Patent 
2,895,881 1. Greif. E. and Scheuer, J.: J. Mount Sinai Hosp., Nov./Dec. 1960 
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uninterrupted relief 
of anxiety and tension 


Maintains control through 
controlled release 


Now Eauanit with the added convenience 
of twice-a-day dosage. EQUANIL L-A con- 
trolled-release capsules provide uninterrupted 
control of anxiety and tension. 


Effective and specific in action, EQUANIL L-A 
does not produce ataxia, extrapyramidal symp- 
toms, or undue sedation. Side reactions are 
rare; held to a minimum by freedom from 
cumulative effect. 

For further information on limitations, administration 
and prescribing of Eaquanit L-A, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


Helps manage the Gi patient all through.the day and night 
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FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC, 
MORTON GROVE, ILL. 


COMPOSITION: Qne FERROLIP Tablet supplies 333 
mg. of FERROLIP (iron choline citrate chelate), equiva- 
lent to 40 mg. of elemental iron. One teaspoonful (5 ml.) 
of FERROLIP 50 mg, Syrup contains 417 mg. of FER- 
ROLIP, equivalent to 50 mg. elemental iron. One tea- 
spoonful (5 ml.) of FERROLIP 20 mg. Syrup contains 166 
mg. FERROLIP, equivalent to 20 mg. elemental iron. Each 
ml. of FERROLIP Pediatric Drops contains 208 mg. 
FERROLIP, equivalent to 25 mg. elemental iron in a 
pleasantly flavored, nonalcoholic, sorbitol vehicle. 
ACTION AND USES: For treatment of iron-deficiency 
anemias. The iron in FERROLIP is held as a chelate 
complex to way in the hemoglobin 
molecule. As a result poor’ dissociated iron 
FERROLIP does not release high concentrations of free 
ionic iron which have been reported to ihe I. 
tress. And the iron stays in solution throw, 

range of the tract for greater a the pit 
tion. FERROLIP tolerated by patients "t tolerate 
any other iron prepar . It can even given on an 
empty stomach. i LIP is also much safer to give as 
there is no mass release of free iron into the serum with sub- 
sequent risk elevations. he released at a 
physiologic rate. us, an exce IP. 
can be achieved with greater and ew, if 
any, side effects. 


ADMINISTRATION AND DOSAGE: Adults: 1 to 2 
FERROLIP tablets or 1 to 2 teaspoonfuls of FERROLIP 
50 mg. Syrup t.i.d.; children, 6 years and older: 1 FER- a e @ 
ROLIP tablet or 2 teaspoonfuls of FERROLIP 20 mg. 


Syrup t.i.d. Pediatric Drops: 0.5 cc. (9 drops) supplies 
1,5-2.5 M.D.R. for prophylaxis in infants and children 
up to 6 years; therapeutic dose: multiples of 1 cc. as 


drops—25 mg.) as determined by physician. 
HOW SUPPLIED: FERROLIP Tablets: bottles‘ of 100 


and 1000. FERROLIP 50 mg. Syrup: pints. FERROLIP 
20 mg. Syrup: pints and gallons. FERROLIP Pediatric 
Drops: 30 cc. plastic, squeeze bottles. 

ALSO AVAILABLE: FERROLIP Plus Tablets—for the 
treatment of microcytic and macrocytic anemias, combine 
ferrocholinate with the essential B vitamins including | 
Biz and vitamin C. One tablet b.i.d. In bottles of 60 and 
500 tablets. Also FERROLIP Plus Liquid: | or 2 tea- 
spoonfuls t.i.d. In pint bottles. 

FERROLIP OB Tablets—a comprehensive hematinic 
formulation for optimal supplementation during gesta- 
tion—combines ferrocholinate; calcium salts; the essential 
B vitamins including Bi; vitamins A and D; and vitamin 


C. One tablet t.i.d. In bottles of 100 tablets. Also FER- ® 
ROLIP-T—an exceptionally palatable liquid supplying 

high potencies of vitamin B: and Biz to stimulate appetite 

in finicky eaters and convalescing individuals of all ages, 

and to promote optimal growth in below-par children, 

plus generous amounts of vitamin Bs to improve protein 

utilization, and iron in the form of FERROLIP to over- re) RA L i RO Pe 
come any concomitant iron-deficiency anemia. One tea- 

spoonful daily. In bottles of 4 fluid ounces. 


U.S. Pat. 2,575,611 
LITERATURE: ON REQUEST 


1. FERROLIP is Chelated: a process that binds iron in a chelate complex. Iron is released at a rate 
the body can handle, not in large amounts that irritate the gastric mucosa. 2. FERROLIP is not 
astringent—does not precipitate protein—is soluble in both acid and alkaline media. 3. FERROLIP 
remains in solution throughout the pH range of the G.I. tract, permitting maximum utilization and 
absorption. 4. FERROLIP is so well tolerated it can be given to any patient (even to patients with 
peptic ulcer). 5. FERROLIP is safer to give—safer to keep in the home because chelated iron is 
essentially nontoxic. 6. FERROLIP produces an excellent hematological response.! 


*This listing prepared by FLINT, Eaton & Company for Physician's Desk Reference. 
1. Franklin, M., et a/.: JAMA 166:1685, 1958. 


FERROLIP’ 


FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC, 
MORTON GROVE, ILL. 
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GIVES YOU 
SCRIBE 
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TRADEMARK (TRIPLE SULFA CREAM-—WF*) 


ie SULTRIN Cream, formerly available 
buff-colored Triple Sulfa Cream, 


richomonads by jesiiting the norma 
vaginal pH. Outstandingly effective in man 
obstetric and gynecologic conditions, this triple sulfon 
amide cream promotes rapid healing, relieves inflammation, 
minimizes discomfort, and significantly reduces odor and 
78 Gm. tube with or without applicator 
in| A 


| 
destroys a wide variety of vaginal patho. 


twice 
the | 
muscle 
potency 

for greater 
relief 
pain 
and spasm 


NEW PARAFON 


Combining a superior skeletal muscle relaxant’? with a preferred musculoskeletal analgesic,4*> new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 


| 
| 
| 
ad 
ec @ 
| 
4 . 
Ky 
5 
| 


OR PARAFLEX® Chlorzoxazone’ 250 mg. 


TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted “MCNEIL,” bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, P D., anc 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 41:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 
159:1619 (Dec. 24) 1955. 


McNEIL LABORATORIES, INC., Fort Washington, Pa. Me NE IL 


*U.S. Patent No. 2,895,877 
379A61 
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Superpotent 


Germicide 
and 


Fungicide 


e Non-Poisonous 
e Non-Toxic 
e Unirritating 


For infections of the skin, throat and vagina, 
MELASOL has a wide spectrum of germicidal 
activity and also dissolves pus. It is four times 
as powerful as phenol. 


MELASOL is indicated for furunculosis, parony- 
chia, septic wounds, tonsillitis, leukorrhea, and 
first aid. 


As a fungicide, MELASOL kills Trichophyton 
mentagrophytes, T. gypseum, T. rubrum, and 
Candida albicans. Indicated for athlete’s foot, 
ringworm, and moniliasis. 


MELASOL contains Australian Melaleuca Alter- 
nifolia 40% and isopropyl alcohol 13% in a 
special emulsified solution. Mixes with water 
in all proportions (appearing somewhat milky). 
Supplied in 8 oz. and 1 pint bottles. 


MELAS OL 


Sold Direct to Physicians 
Prices on Request 


Write for FREE 30-page 
professional booklet 


METABOLIC PRODUCTS CORPORATION 
37 Hurley Street 
Cambridge 41, Mass. 


Road, Pennsauken, N. J. 

Trusevich, Theodor, from 1749 N. Prospect Ave., to 703 W. 
Mitchell St., Milwaukee 4, Wis. 

Tsang, Pui Lam, from Toledo, Ohio, to 3371 Maunaloa Ave., 
Honolulu 16, Hawaii 

Turcillo, Joseph, Jr., from North Hollywood, Calif., to Los 
Angeles County Osteopathic Hospital, 1200 N. State 
St., Los Angeles 33, Calif. 

Turner, H. W., from 916 Avenue B, to 108 E. Avenue B, 
Muleshoe, Texas 

Tumer, Sidney A., from 2816 N. Blackstone Ave., to 1350 
S. Orange Ave., Fresno 2, Calif. 


Valko, Albert R., from 1087 Dennison Ave., to 4254 E. 
Main St., Columbus 13, Ohio 

Vance, Robert Bliss, from Dallas, Texas, to 4830 Bon Air 
St., Salt Lake City 17, Utah 

Verin, Donald W., from 325 N. Jefferson Blvd., to 1581 W. 
Adams Blvd., Los Angeles 7, Calif. 

Von Wald, Vernon L., from Milwaukee, Wis., to 7120 W. 
North Ave., Wauwatosa 13, Wis. 


Wadle, Rudi O., from Kansas City, Mo., to 2486 Wilson 
Terrace, Union, N. J. 

Watkins, Bob W., from Long Beach, Calif., to 412 Crom- 
well, S. E., Albuquerque, N. Mex. 

Weiss, Bernard W., from Detroit, Mich., to 31204 Five Mile 
Road, Livonia, Mich. 

Wetzel, Overton E., from Wagoner, Okla., to 102% N. Ster- 
ling, Box-8532, Sugar Creek, Mo. 

White, Courtney W., from Kansas City, Mo. to 3224 Mc- 
Graw St., San Diego 9, Calif. 

Winans, Carl W., from Cortland, Ohio, to 200 Louisiana 
Ave., Perrysburg, Ohio 

Wolbart, John C., from Hollywood, Calif., to Community 
Medical Center, 2251 Hawthorne Ave., North Sacra- 
mento 15, Calif. 

Wolf, Herman Lloyd, from Burbank, Calif., to 1440 W. 
253rd St., Harbor City, Calif. 

Wolfe, Edward M., from 1916 Avenue K., to 687 Crescent 
St., Brooklyn 8, N. Y. 

Woolard, Joan, from 90 S. Rose Blvd., to 465 Briarwood 
Drive, Akron 20, Ohio 

Wozniak, Edward G., from Pitman, N. J., to Downer Road, 
Sewell 3, N. J. 


Yarolin, Edward J., from Oakland, Calif., to 300 DeSoto 
Drive, Los Gatos, Calif. 

Yeamans, Willis H., from Naples, Fla., to 2735 N. E. 15th 
St., Fort Lauderdale, Fla. 

Yurkanin, Joseph, from North Madison, Ohio, to 18909 Har- 
vard Ave., Cleveland 22, Ohio 


Applications for membership 


Arizona 
Weir, Donald B., (Renewal) 2202 Apache Blvd., Tempe 
Arkansas 


Chapin, Chester C., (Renewal) 1403 Donaghey Bldg., Little 
Rock 


Tropea, S. Samuel, from Camden, N. J., to 1972 Browning 
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COMPOUND 


For Complete Symptomatic Relief of Colds 


TABLETS 
a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratary tract infections, including the common cold 
each Hycomine Compound Tablet contains: 
e antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 


muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromid el 
e antihistaminic — 2 mg. chlorpheniramine maleate 
e nasal decongestant — 10 mg. phenylephrine hydrochloride 
e analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit 
forming. Federal law permits oral prescription. 


Literature on request 


® 
Endo ENDO LABORATORIES ¢ Richmond Hil! 18, New York 


*U. S. Pat. 2,630,400 
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ENEMAS 


Catheters and enemas may be highly use- 
ful postoperatively and postpartum, but 
they are capable of serious drawbacks. 


PATIENTS often dislike and fear such in- 
strumentation, sometimes even more than 
the surgery or delivery that preceded it. 


PHYSICIANS are mindful of the frequent 
risk of infection following catheterization, 
despite the most painstaking techniques. 
The passage of a sterile catheter into the 
bladder may introduce pathogens, since 
the urethra is not always sterile nor can it 
be readily sterilized. 


NURSES find that catheterization and the 
administration of enemas require consid- 
erable time, which might be advantageously 
employed for other nursing procedures. 
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everyone relieved when 


| replaces catheters and enema 


RELIEF FOR THE PATIENT Prophylactic use of URECHOLINE soon 
after surgery or childbirth may prevent painful urinary retention and 
abdominal distention. Therapeutically, URECHOLINE facilitates mic- 
turition and defecation by inducing muscular contractions of the 
bladder and intestinal tract —without subjecting patients the 


comfort of catheters and enemas. at 
RELIEF FOR THE PHYSICIAN...By obviating 


URECHOLINE eliminates the danger of infection that may follow it. 


RELIEF FOR THE NURSE... Prophylactic and therapeutic use of 
URECHOLINE makes scarce nursing time available for other purposes. 


: : Dosage must be individualized.The usual oral dosage is 10 to 30 me. 
three or four times daily. The usual subcutaneous dose is 5 mg. (1 cc.). 

pplied : 5 mg., bottles of 100. 5 mg. Pere 


URECHOLINE IS A TRADEMARK OF MERCK & co, INC. 


— 
| information on URECHOLINE is available to physicians on request. 


before you tranquilize this “anxious” patient 


OUT 


| **A 44-year-old housewife with 
: symptoms of anxiety referable to her 

heart and stomach. She also com- 

plained of chronic fatigue, irritability, 

insomnia and loss of appetite. All ex- 


aminations were negative for the pres- 
ence of organic disease. During the 
previous two years she had received 
four different tranquilizers and several 


sedatives, all without benefit....” 
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brand of phenelzine dihydrogen sulfate 


ee can be a symptom of de- 
pression. 

Overt signs of anxiety often have 
as their root basically depressed 
feelings. The ‘‘anxious”’ patient 
may also be fatigued and apa- 
thetic. Examination often reveals 
anxiety to be only one of several 
emotional symptoms dominated 
by depression. 

5 REASONS TO CHOOSE NARDIL 
FOR COMMON EMOTIONAL 


PROBLEMS INVOLVING DEPRES- 
SION: 


1. effectiveness—relief of symp- 
toms consistently reported in 70% 
to 80% of office patients. 

2. very low side effects—to date, 
only 1.2% reported side effects (in 
over 100 studies) requiring dis- 
continuance. 

3. great economy —one of the least 
expensive of all the antidepres- 
sants, 

4. published record of success—in 
two years, more than 100 scientific 
reports on Nardil have been pub- 
lished. 

5. one dosage schedule—one dos- 
age strength, one 15 mg. tablet 
tid. 


Full dosage information, available on request, 
should be consulted before initiating therapy. 


*Hobbs, L. F.: Virginia M. Month. 86:692, 1959. 


relieves depression, the root of many medical problems 


“She was then started on Phenelzine 
[Nardil] 15 mg. three times a day. She 
began to feel better within several days 
and a pronounced improvement was 
noticed within ten days. Tension was 
greatly lessened and the majority of 
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her anxiety symptoms had disap- 
peared. She was sleeping well, eating 
better and complaints of fatigue were 
gone. Later she remarked that she was 
100% better and that she had not felt 
so well in ten years....”* 


MORRIS PLAINS, NV. 
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LIPPINCOTT’S 
LATEST 
MEDICAL BOOKS 


. AN ATLAS OF 


OPHTHALMIC SURGERY 
Berens & King. 623 Pages. 
273 Illustrations. 1961. 
$28.00. 


1. CLINICAL 
ORTHOPAEDICS #21 
Back Disorders in Children. 
Produced Under the Guidance 
of the Association of Bone 
and Joint Surgeons. Editor- 
in-Chief, Anthony F. De- 
Palma, M.D. Single Copies: 
$7.50. To Sustaining Mem- 
bers and Subscribers: $6.00 
Per Volume. 


- COLOR ATLAS OF 


ORAL PATHOLOGY 
New 2nd Edition. 

Colby, Kerr & Robinson. 201 
Pages. 485 Illustrations in 
Full Color. 1961. $14.60. 


2. MEASUREMENTS OF 
EXOCRINE AND 
ENDOCRINE 
FUNCTIONS OF 
THE PANCREAS 
(With a Section on Fibro- 
cystic Disease). 

Sunderman & Sunderman. 
190 Text Pages. 39 IIlustra- 
tions. $11.00. 


- ORAL MEDICINE: 


Diagnosis and 
Treatment 

New 4th Edition. 

Burket. 609 Pages. 420 
Illustrations, including 40 
Subjects in Color. 1961. 
$15.00. 


3. HISTOPATHOLOGY 
OF THE SKIN 
New 3rd Edition. 
Lever. 653 Pages. 320 Illus- 
trations (including 49 New 
Photomicrographs), 8 in 
Color. 1961. $15.00. 


11. 


A MIRROR UP TO 
MEDICINE 

Corcoran. 506 Pages. 1961. 
$5.75. 


4. ATLAS OF 
OBSTETRIC 
COMPLICATIONS 
Falls & Holt. 708 Pages. 708 
Illustrations including 250 
Color Overlays and 62 Full 
Color Illustrations on 31 
Plates. 1961. $40.00. 


12. 


BASIC BIOCHEMISTRY 
Neil. 360 Pages. Illustrated. 
North American Market Only. 
1961. $6.75. 


5. GYNECOLOGIC 
ENDOCRINOLOGY 
Graber. 218 Pages. 1961. 
$7.50. 


POLIOMYELITIS 


Papers and Discussions Pre- 
sented at the 5th Interna- 
tional Poliomyelitis Confer- 


ence. 
435 Pages. 178 Illustrations. 
1961. $7.50. 


6. CLINICAL 

ORTHOPAEDICS #20 
Disorders of the Shoulder. 
Joint. 
272 Pages. 233 Illustrations, 
27 Tables. Single Copies: 
$7.50. To Sustaining Mem- 
bers and Subscribers: $6.00 
Per Volume. 


14. 


PROCEEDINGS OF 

THE 4TH NATIONAL 
CANCER CONFERENCE 
130 Eminent Contributors. 
774 Pages. 242 Illustra- 
tions 231 Tables. 1961. 
$9.00. 


7. SURGERY: Principles 
and Practice 
New 2nd Edition. 
Harkins, Moyer, Rhoads & 
Allen. 1,595 Pages. 652 
Illustrations. 1961. $17.00. 


CLINICAL 


ORTHOPAEDICS #19 
Soft-Tissue Tumors. 

307 Pages. 150 IIlustrations, 
34 Tables. Single Copies: 
$7.50. To Sustaining Mem- 
bers and Subscribers: $6.00 
Per Volume. 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P. Q. 


Please send me the books the numbers of which are circled below: 


California 


Stretch, Olive M., (Renewal) 217 S. Hidalgo, Alhamba 

Smith, Harmon C., (Renewal) 4815 Beaumont Drive. La 
Mesa 

Pike, Arthur E., (Renewal) 137 W. Fifth St., Long Beach 12 


Colorado 


Felix, Anna B. Miller, (Renewal) Cory 
Gibby, Marshall W., (Renewal) Eagle 


Florida 


DeShaw, Roy Gilbert, (Renewal) 218 W. New York Ave., 
De Land 


Illinois 


Walton, William J., (Renewal) 22 Illinois St., Chicago 
Heights 

Aspengren, William S., (Renewal) 324 N. Second St., De 
Kalb 


Iowa 


Clay, Clifford A., (Renewal) 2647 Beaver Ave., Des Moines 
10 


Maine 
Wales, Eldred B., (Renewal) 234 Hospital St., Augusta 
Massachusetts 


Kemper, LaRue H., (Renewal) 16 Center St., Northampton 
Summers, Arthur W., (Renewal) 33 Kirkland Circle, Welles- 
ley Hills 81 


Missouri 
Rosenberg, Paul R., (Renewal) 9440 Fernald Drive, Affton 
23 


Ryals, Russell L., (Renewal) 211 Linn St., Brookfield 
Brooks, Charles H., (Renewal) Center 

Grassle, N. Sue, (Renewal) 105 E. Jefferson St., Kirksville 
Wilson, Warren W., (Renewal) Sparta 


Nebraska 
Drost, William V., (Renewal) Box 722, Ogallala 
New Jersey 
Reid, A. Lloyd, (Renewal) 65 De Forest Ave., Summit 


New York 


Smith, Charles K., (Renewal) 237 Church St., Breesport 
Webb, Millard D., (Renewal) 108 Sixth St., Garden City, 
L. 


Oklahoma 


Shaub, Victor W., (Renewal) 340 W. Sixth St., Box 125, 
Chelsea 
Forrestal, Thomas P., (Renewal) Box 157, Comanche 


Oregon 
Kerwood, Robert I., (Renewal) Box 395, Chiloquin 


Texas 


| Priddy, Maurice F., (Renewal) Box 67, Abernathy 
[= Alexander, Joe P., (Renewal) 6 McGaha Village, Box 5045, 
| ADDRESS Abilene 
city ZONE _STATE Washington 
P Enclosed Ch 
| Cantrell, Richard F., (Renewal) 307 N. E. 78th St., Van- 
couver 


A-216 


| 
a 


Abbott Laboratories, A-185, 186, 200, 201 

American Meat Institute, A-30 

American Osteopathic Association, A-112, 
194 


Ames Company, Inc., A-28 

Amfre-Grant, Inc., A-161 

Armour Pharmaceutical Co., A-57, 58, 59, 
146 


Baker Laboratories, Inc., A-45 
Baum, W. A., Co., Inc., A-124 
Baxter, Don., Inc., A-151, 152 
Becton, Dickinson & Co., A-77 
Bristol-Myers Co., A-51 
Burroughs Wellcome & Co., A-155 
Burton, Parsons & Co., A-136 


Camp, S. H., & Co., A-176 
Carnation Company, A-22, 172 
Chesebrough-Ponds, Inc., A-135 
Chicago Pharmacal Company, A-82 
Ciba Pharmaceutical Products, A-88, 
Cover 4 
Colwell Company, The, A-194 
Cutter Laboratories, A-72 


Davol Rubber Co., A-73 

Desitin Chemical Co., A-171 
Doho Chemical Corp., A-148 
Dome Chemical, Inc., A-109 


Eaton Laboratories, A-98, 99, 150, 202 
Endo Laboratories, A-211 


Flint, Eaton & Co., A-206 


Gebauer Chemical Co., A-184 

Geigy Pharmaceuticals, A-11, 113 
Geriatric Pharmaceutical Corp., A-217 
Gomco Surgical Mfg. Corp., A-47 


Hollister, Inc., A-54 
Hoyt Pharmaceutical Corp., A-32 


Irwin, Neisler & Co., A-132 


Lakeside Laboratories, Inc., A-163, 196 

Lea & Febiger, A-203 

Lederle Laboratories, A-7, 8, 9, 62, 63, 
145, 147, 149, 164, 165, 218 

Leeming, Thos., & Co., Inc., A-79 

Lilly, Eli, & Co., A-17, 18, 19, 20, 76 

Lippincott, J. B., Co., A-216 

Lloyd Bros., Inc., A-13 

Loma Linda Food Co., A-34 

Lorvic Corp., The, A-100 


een S. E., Co., A-158, 159, 188, 
— Laboratories, Inc., A-24, 50, 208, 
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Mead Johnson & Co., A-21, 68, 69, 83, 
84, 85, 116, 130, 162, 192, 193 

Merck Sharp & Dohme, A-14, 26, 40, 41, 
52, 60, 61, 78, 102, 103, 104, 125, 154, 
167, 177, 178, 179, 180, 199, 212, 213 

Merrell, Wm. S., Company, The, A-94, 
110, 111, 160, 198 

Metabolic Products Corp., A-210 

Mulford-Colloid Laboratories, A-137 


National Osteopathic Foundation, A-184 


Ortho Pharmaceutical Corp., A-95, 207 


Parke, Davis & Co., A-16, 123 
Pfizer Laboratories, A-31, 55, 56 
Philips Roxane, Inc., A-12 

Picker X-Ray Corp., A-1 
Pitman-Moore Co., A-106-107 
Procter & Gamble, A-66, 67 
Purdue Frederick Co., The, Cover 2 


Quaker Oats Co., The, A-64 


Reed & Carnrick, A-197 

Riker Laboratories, Cover 3 

Robins, A. H., Co., Inc., A-37, 38, 166 
Roche Laboratories, A-29, 90, 126, 127 
Roerig, J. B., & Co., A-74, 142, 143, 168 
Rorer, William H., Inc., A-153, 195 
Roussel Corp., A-87, 128 


Sandoz Pharmaceuticals, A-80, 81, 96, 
114, 115, 156 

Schering Corp., A-3, 33, 131 

Schmid, Julius, Inc., A-134 

Searle, G. D., & Co., A-48, 49, 75 

Sherman Laboratories, A-144 

Shield Laboratories, A-89 

Squibb, E. R., & Sons, A-36, 182 

Strasenburgh Laboratories, A-44 

Stuart Co., The, A-6, 35, 53, 169, 181 

Syntex Laboratories, Inc., A-86, 133 


Taylor Instrument Co., A-174, 175 


U.S. Vitamin & Pharmaceutical Corp., 
A-135, 139, 190. 

— Company, The, A-25, 105, 170, 
183 


Wallace Laboratories, A-10, 39, 101, 173 

Warner-Chilcott Laboratories, Div., A-5, 
23, 70, 71, 91, 93, 129, 214, 215 

Warren-Teed Products Co., A-157 

Welch Allyn, Inc., A-97 

White Laboratories, A-27, 65 

Wilco Laboratories, Inc., A-108 

A-15, 92, 140, 


> 


Wyeth Laboratories, A-4, 42, 43, 117, 


118, 119, 120, 121, 205. 
Wynn Pharmacal Corp., A-46, 122, 204 


management 
acute and 
chronic 


GERIATRIC PHARMACEUTICAL CORP. 
45 
Bellerose, New York 


Please send me literature and a sample 
of Ger-O-Foam for clinical evaluation. 


provides 
supportive 


skeletal 


As in: osteoarthritis, rheumatoid 
arthritis, low-back syndrome, 
whiplash injuries, tendonitis, radi- 


culitis, myositis, painful healed 
fractures, muscle injuries. 


Ger-O-Foam combines methyl 
salicylate 30% and benzocaine 
% in a specially processed 
aerosol emulsion. 


print) 


Street address 


City 


Zone State 
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VITAMINS ARE THERAPY 


ESS FORMULA VITAMINS LEDERLE 


; Therapeutic B and C vitamins 

rapidly restore essential nutri- 

ents lost during the acute 

phase, and help mobilize body 

defenses during convalescence. 

STRESSCAPS helps condition 
the body to respond to primary 

; Packaged (30 and 100) in decora- 

tive “reminder” jar. 

Each capsule contains: 

Thiamine Mononitrate (B,). . 10 ~ 

Riboflavin (Bz) 10 

Niacinamide . 

Ascorbic Acid (C) 

Pyridoxine HCI (B<) . 

Vitamin Bys 

Catcium Pantothenate . 

Average dose: 1 to 2 capsules daily. 

Request complete information on in- 

dications, dosage, precautions and 

contraindications from your Lederie 

representative, or write to Medical 

Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, ‘New York @ 
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INDICATIONS: 
Peptic 
Marginal 
stric Esophageal 

Hyperacidity and dyspepsia 
Heartburn 
Gastritis 
Alcoholic gastritis 

reflux 
Esophagitis stricture) 
Irritable bowel syndrome 
Congenital shortening of 
esophagus 
Chalasia of esophagus 
Hiatus hernia of esophagus 
Cardiospasm 
Functional pylorospasm 
DOSAGE: 
Liquid and Tablets: 
1 or 2 tables: ns or 1 or 2 
tablets three times daily 
depending on severity of 
involvement. 
SIDE ACTIONS: 
Doses in excess of 6 tabiets or 
6 tablespoons daily ma 
produce minor side actions 
such as dryness of the mouth 
or blurring = vision. 

CONTRAINDICATIONS: 

ESTOMUL should not be used 
in patients with organic pyloric 
obstruction or achalasia of 
esophagus. Use with caution in 

-. patients with renal impairment 

insufficiency. Relative 

contraindications for anti- 
cholinergic drugs are glaucoma 
and hypertrophy 

which may lead to urinary 

obstruction. 

AVAILABILITY: 

Bottles of 100. 

Liquid — Bottle of 12 fluid oz. 

CAUTION: Federai law prohibits 


_ dispensing without prescription. 


ONE MEDICATION RELIEVES PAIN, INHIBITS EROSION, 


PROMOTES HEALING. UNIQUE IN SIMPLICITY, 


RESULTS 


® RELIEVES SPASM AND 


REDUCES MOTILITY 


@ RETARDS ACID 


PRODUCTION 


@ PROMPT REDUCTION 


OF PAIN 


® RAPID AND PROLONGED 


NEUTRALIZATION OF 
GASTRIC HYDROCHLORIC 
ACID TO DESIRABLE 

pH LEVEL 


COMPLETENESS OF ACTION AND CONVENIENCE 


Only ONE prescription to write 


ACTIONS 
@ ANTICHOLINERGIC 


orphenadrine 
hydrochloride 


ANTISPASMODIC 


ANTISECRETORY 


@ TOPICAL ANESTHETIC 


orphenadrine 
hydrochloride 
ID 


@ ANTAC 


aluminum hydroxide- 


RIKER LABORATORIES, INC., Northridge, Californi: 


magnesium 


carbonate co-precipitate 


® COATS AND PROTECTS @ DEMULCENT 
GASTRIC MUCOSA bismuth aluminate 
INHIBITS EROSION OF ANTIPEPTIC 
MUCOSA bismuth aluminate 
FORMULATION 
Each ESTOMUL TABLET contains: (8 
of; 
bismuth aluminate... 25 mg. -benzhydryl) 
a 
hydroxid 
carbonate carbonate 


! 
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. 
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25 mg. | | 
| 
| 
| 
| 
50 mg. 
| Ae 
| 
918 mg. 
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Safe 


Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has proved its efficacy 
and wide margin of safety, has made it the most widely prescribed nonbarbiturate sedative. The 
clinical safety of Doriden—in terms of minimal side effects,'” absence of respiratory depression,'* 
and lack of adverse effects on liver,’ kidney,'*’ and blood—has been confirmed repeatedly. So, for 
all the benefits of safe and sound sleep— prescribe Doriden. 


Now also 
. available 
Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 0.25 Gm. (white, scored) and 0.125 Gm. (white). . 
References: 1. Blumberg, N., Everts, E. A., and Goracci, A. F.: Pennsylvania M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times a 
84:68 (Jan.) 1956. 3. Hodge, J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 1959. 4. Burros, 
H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. 


Fer complete information about Doriden (including dosage, cautions, and side effects), see current Physicians’ Desk Reference 


or write cipA, Summit, N.J. a 
Doriden maz 


(glutethimide ciBA) SUMMIT-NEW JERSEY 


Doriden 
Capsules 
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